oak 


papers. Pages 1 and 


ian and completely filled in by the funeral 


Then please remove 


of Health prior to burial, cremation, or removal, and in any eve 


director, page 3 should be detached for use as the burial-transit permit. 


Page 4 may be retained by the hospital or attending physician. 
JO FUNERAL DIRECTOR: After this certificate has been signed by the attending physic' 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within g hours after death. 
should be filed with the State Dept. 


YR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00447 CERTIFICATE OF DEATH 


1, PLACE DF DEATH 
a, COUNTY 


23 on RESIDENCE (Where deceased lived, If institution: Residence before admission) 
oor b. COUNTY mA 
MARYLAND. aryland Allegany 
b. CITY OR TOWN (if outside co poate limits, c, LENGTH OF STAY IN 1b |) c. CITY OR SWAT (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town 
Sykesville 7_mo. 33. S. Center St. , Cumberland o/ 4 
qd risa OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |) d. STREET ADDRESS a hokpanae 
Springfield State Hospital 33S, Center St. ves] no Gd 
3. Weaces First Middle Last 4, Fs Month Day Year 
ype or print) LEE VAUGHN JEFFERSON BANE DEATA 31965 
5. SEX 6. COLOR OR RAGE | 7, MARRIED [7] NEVER MARRIED [3] ] © DATE OF BIRTH 9. AGE (in years] IF UNDER 1 EAR IF UNDER 24HRS. 
Mal Whi QO a ras Months pee | | Hours | Min. 
e ite wipowen [7] vivorce{-]| 6-27-1883 yrs, 


10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR LL. BIRTHPLACE (County & State, or foreign country) | 12. inal 4 WHAT 
during most of working life, even If retired) INDUSTRY 


Factory worker 


West Virginia "Ue ‘S. oA. 


13. FATHER’S NAME. 
John Bane 


14, MOTHER'S MAIDEN NAME 
Sarah Prince 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No Unk. 


17, 


INFORMANT Address 


Records, Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 


: 5: ONSET AND DEATH 
IMMEDIATE CAUSE (2)__Bilateral Bronchopneumonis 


JO-¢ DUETO ©Arteriosclerotic heart disease Years 
Conditions, !f any, which 6) 
gave rise to immediate = 
DUETO Generalized Arteriosclerosis Years 


cause (a), stating the 
underlying cause last. (©). 


rs pe OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH Wh, we, TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) |19. WAS AUTORBY 
z ‘oni. brain syndrome associated with cerebral arteriosclerosis, with 

S|“ “psychotic Peattion sd A mt 
= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part If of Item 18.) 

| OR CONTRIBUTING () CAUSE OF DEATH 

© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. While — Not While factory, street, office bidg., etc.) 

2 p.m. 19 at work] at work 


21. 1! certify that (1) (this hospital) attended the deceased fro to_1=3=55_, 19____, that (1) (we) last 
19___, and that death occurred 3 25am Ffbin the causes and on the date stated above. 
SIGNAT 
an SR gs 


oc wp, AUTENDING MED oe STARE al i qe scos 


DIRECTOR PHYS. 
2c. Batelco os / 22d. ADDRESS 
Glah oD. Springfield State Hospital 
NAME (Type) Antonius Glahny a3 giield : Re p’ 


ave OF je OR CREMATOR;} 


grey Gity, toyn vn (Sti ye 
fate pray - 


23a, BURIAL, PS | 7 23b. 


| er ee a Sp 


pyar it 


Estilo A / iE. a ie , BCH” / ea ISTR os 


B 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


FOR STATE 8S MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
ad 
HEALTH DI T. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a, COUNTY a. STATE b. COUNTY ¢ 
See Carroll MARYLAND Maryland arroll 
= ga Sa b. CITY OR TOWN (if outside porporate, limits, c. LENGTH OF STAY IN 1b |'c. CITY OR TOWN (If outsida corporata limits, writa RURAL and give nearest town) 
ger £2 wrlta RURAL and giva nearest town) ¢: 
gee 5. Finksburg _ A Finksburg 
rin De d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d, STREET ADDRESS a. 1S RESIDENCE 
arenes ON A FARM? 
§ 
b> £8 Rao} Ra. 1 vesL] not 
= £ 
SE. 2 NAME DF First Middle Tast 4. DATE Month Day Year 
5s 
Bae =) (Typa or print) John Edgar Barnes DEATH January 21 165 
sie oy . SEX 6. COLOR OR RACE | 7, MARRIED [ J, NEVER MARRIED @. DATE OF BIRTH 9. AGE peers iF ype ay Ee aut EO 
£82 af sani’ white winoweD ]"P “uivorced[-] |Nov.26, 1906 Ba. is, 4 ae 
Sc¢e BE 10a. USUAL OCCUPATION (Clve kind of work done| 10b. KiND OF BUSINESS OR 11. BIRTHPLACE (Stata or forelgn country) 12. CITIZEN OF WHAT 
3 3 
~ = BD ig life, retir . 
=2 SE during ne einer lifa, even If retired) INDUSTRY Reietetatowa Ma COUNTRY? 
£50 > + . oDeAe 
565 gs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
c¢- ec z 2 
Sie et ls Percy Allison Barnes Sarah Ann Knouse 
3-5 =s 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. INFDRMANT ae : 
Ne pee (Yes, no, or unkown) | (ifyes give war or dates of service) 236 pepeuneee Rd. 
sav <8 ES Navy 187-10-1543 |Herman Donald Barnes Balto. 29, Md. 
= Bt 55 18. CAUSE DF DEATH [Enter only ona cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
B55 $5 nee i 7 IMEIATE CAE vo Arteriosclerotic cardiovascular disease 
ef5 55 tlh DUE TO 
SLs we Conditions, If any, which 
ef (b). 
SER 35 ).| |iSa's Sune 'es| sre 
=z 3 stating 
SPS 7 underlying cause last. ’, 
Z2S= oS (c) a 
sade = OT IGNIFI NI Bi a 
ic 4 4 aE 5 PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T0 THE TERMINAL DISEASECONDITIONGIVENINPART 1(a) 19. Fea 
8S 20 118 YES [5 NO 
3 ad 2s % | 20a. EXTERNAL CAUSE WAS 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part II of Item 18.) 
S25 as 5 PRIMARY [or CONTRIBUTING C) 
su = le 
2Es Ss ° 
=: £2 = | 0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm,| 20f. (City or town) (County) Gtate) 
2 a) = factory, street, offica Didg., etc.) 
eee me ral Hour a.m. Whila — Not While i : PSE 
Eee 2y s p.m, 19 at work[_] at work — 
252 .¢s 21. | certify that | took charge of the remains described above, held an Autopsy [x], Inspection [ _], Inquiry [_], _and in my opinion 
PSH ws . . se “ 
3 ole so death resulted from: Natural causes (], Accident [_], Sulcide {_], Homicide [_], Undetermined manner 
Fosse Saree CHIEF MEDICAL EXAMINER [_] 
Zee ap, PSSISTANT MEDICAL EXAMINER [_] ae 
S .D, 
=Zseso5 PP yrepical EXAMINER [3 1/22/65 
Es .5es EXAMINER'S 
> oss Ss = NAME (Type) b MoD Address (Street, city, town, or county) _. 
Fe 835 S= 23a. BURIAL, CREMATION, “Zab. OATE THEREOF | 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
255 *. pecity) es ‘ 
gastos buria 1/25/65 Finksburg Cem. Finksbur Maryland 
24. FUNERAL DIRECTOR 95 Will POPES t 25a, REC'D BY RECISTRAR 19 . REGISTRAR’S SIGNATURE 
4 re » Lhe 
rise (0 J. BE, Myers, Jr. Westminster, Ma. |_ DATE JAN 26 965 Sf >big Ye pk 


y\ 


. 


ours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 


_—s, 


© 


i DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
hl 0044S CERTIFICATE OF DEATH 00446 
2 Es 1. PLACE OF DEATH 2. USUAL RESIDENCE eis deceased lived, If institution: Residence before admjsslon) 
2s2 PRO! a. STATE b. COUNTY 
oe 2 MARYLAND Maru ben Ba H Linore rf ty. 
= 5 b. CITY OR TOLMGR Ge orate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate Iimits, write RURAL and give nearest tow! 
BE 2 write RURAL and gg nearest town, 
23 de Byrnwood za 
ss] as aN it INSTITUTION (if not In hosplfat; give street ai wey 8 silat ; 8 wae 
=e d 
[85/2 |_ evesnerield Stat imors yes {_]_No 
2 ee First Middle Last i Bere Month Day Year 
a (Type or print) DEATH 34, 

5._SEX pny OR 7. aa Seah? MARRIED 9. AGE (In ae [IF UNDER 1 YEAR| amine aans HRS, 

Female Whit e lo aL —_ last birthday) (Months | Days | Hours | Min. 
‘iat DIVORCED [_] yrs. 


10a. USUAL OCCUPATION (Give kind of work done 


10b. HiND ea BUSINESS OR 
during most of working life, even If retired) 


lease remo} 


13. 


11. BIRTHPLACE (County & State, of foreign country) | 12, CITIZEN OF WHAT 
COUNTRY? 
Pennsylvan "i i 


14. MOTHER Sa sn 


15. WARBLER EEE mse Psa 


16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) ee war or dates of service) 


17, INFORMANT Address 


18. CAUSE OF DEATH [Enter only one 8 ia nee for (a), } oat RE = f eee 
PART |, DEATH WAS CAUSED BY: eral bronc opneunonia OnE AN DEATH 
IMMEDIATE CAUSE (a) 


fy.2y 

ORK DUE TO Hype A INV! ai Years 
Conditions, If any, which Me rtensive pcisace 
gave rise to Immediate 


cause (a), stating the DUE TO 4 $ Years 
drdoribite oes ian . Generalized Arteriosclerosis 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CON, a GIVEN IN al fa) . WAS AUTOPSY 


The law requires that the death certificate be executed wi 


CBS associated with cerebral arteriosclerosis with psychotic reaction PERFORMED 


yves[} No 
: 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part IT of Item 18.) 
OR CONTRIBUTING (7) CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20e. “TIME OF TNJURY Month, Day, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 208. (Clty or town) (County) (State) 


Hour a.m. factory, street, office bldg., etc.) 


MEDICAL CERTIFICATION 


White, — Not Whtl 
0 a 


iL OR ATTENDING PHYSICIAN: 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and comp 


director, page 3 should be detached for use as the burial-transit permit. Then 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evgpt, wi 


TO HOSPITAI 


p.m. 19 at work at work 
21. | certify that (0 (this hospita)) attended the deceased from i2=11-63 _ 19__, to_1=33__, 19.45, that (1) (we) last 
saw the geceased alive o} 19____, and that death occurred at12:4M, from the causes and on the date stated above. 
a. SIGNATURE =— B: | iad 
ae ATTENDING -— MED. STAFF "| 3 
b, . anf pHys. (_]_pirector {_]_Puys. 
2c. PHYSICIAN'S Antonius GLa KD. 22d. ADDRESS 
HAME:(T¥CE) : Sykesville, Maryland 

23a. BURIAL, CREMATION,| 23b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) | 

2. BURA DIRECTOR (213/65 ADDRESS 25a, REC'D BY REGISTRAR | 250. REGISTRAR’S SIGNATURE 

VR AB LEONARD J. RUCK, INC., BALTO.,MD. 21214 ome FEB 2 porortey Janey 


jours after death. 


@ 


{ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The !aw requires that the death certificate be executed with 


Page 4 may be retained by the hospital or attending physician. 


VR ALS (4)\ 
15M 4.64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Ms 00450 CERTIFICATE OF DEATH 0447 
ges a Say DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before 7 4 
- : a. STATE : b. COUNTY 

278 Carroll MARYLAND Maryland : 

28 ys utside corporate limits, c, LE! STAY c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
=e 2 : Gite BURAK aa us reared foun) E SENSOR STAIN pray us " a 
zB uN . 
£8 Sykesville 10 mos./21 dag. Baltimore 21218 oO). + 
pis d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
238 a ‘ » * 
ess)5 Springfield State Hospital 3519 Alameda Circle ves} no Gd 
BS= 5. NAME OF First Middle Last a DATE Month Day ‘Year 
B25 
age (ype or print) Alice Regina BARRY peta = January 2h, 19 65 
— 2 
s af 5. SEX 6. COLOR OR RACE | 7, maRRIED [} NEVER MARRIED[-] | ®& DATE OF BIRTH 3. AGE (In years | IFUNDER 1 YEAR |IFUNDER 24 HRS, 
sk> " be birthday) Months] Days | Hours ) Min. 
cas female white WIDOWED Fr] vivorceo[]| 6-9-1897 yrs. 
ae) 10a. USUAL OCCUPATION (Give Kind of work done] 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
S35 during most of working life, even If retired) INDUSTRY COUNTRY? 

Bes Receptionist- Bele. Col. Maryland U.S.A. 
Beg 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

ac 

mes ‘ 7 A 

gF5§ John Dempsey - dec. Bridgette Belinda Riley - dec. 
ae 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT ‘Address 

fe Ss (Yes, no, of unkown) | (Ifyes glve war or dates of service) a * H “s 

S5¢2 no 212-03-3705 | Springfield State Hospital Records 

ss 
s. a 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 seis Latte a) 
z PART 1. DI WA: : : 
be 5 s Ado 7 MEDIATE ese ia__Old_and new mycardial infarction 
3 J 
ass DUE TO 
755 Conditions, If any, which due to ceronary arteriosclerosis vrs, & das, 
eae gave rise to Immediate ofan ase = ; 3 
Oia cause (a), stating the " . : 
ase underlying cause last, @_— septic infarct of left kidney. days 
Sioa & | PARTI. OTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(@) 19. WAS AUTOPSY 
2 os be 
8.8 ~|§|_Involutional Psychotic Reaction. ves} Not] 
papa = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part J or Part IJ of Item 18.) 
tos & | On CONTRIBUTING [3 CAUSE OF DEATH 
822 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
£238 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ]20e, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) County) (State) 
Lee o Hour em. while cone while factory, street, office bldz., etc.) 

2 oD y 

£88 s mm. 19 at work at work | 

= . * 

ee 2 21. I certify that (I) (this hospital) attended the deceased fror Arex: , 19___, that (I) (we) fast 
Ses saw the deceased alive pn__1-21—' 19___..., and that death occurred at_22“-M, frém the causes and on the date stated above. 
o's ry 

Sar 22a. SIGNATURE > 22b. DATE SIGNED 

= ATTENDING MED. STAFF 

5 gs i ba W/ Lg wo. puys, []_oirector (| pays. 1/2h/65 

= “3 2c. Wipe wits . : 22d. ADDRESS Springfield State Wospital 

S55 Octavio Ruiz, M.D. Sykesville, Maryland 

23 
mS 3s 23c. NAME OF CEMETERY OR OREMATDRY 23d. LOCATION (City, town or county) State) 
ods 
2 


23a, BpOMi, Sect | 23b. DATE THEREDF 


Buriat” 1-27-1965 New Cathedral Cemete 


ADDRESS 


HeWe Jeihing ot $Re Raa Balto., Ma, 


Baltimore, Md. 


25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


var AN 2 5 


Sa 


71S 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
B ) 00451 CERTIFICATE OF DEATH 00 
1. ee oF DEATH : 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
«. 


a. STATE 


al: ro Uf, - MARYLAND hes lec ern VA 
«. CITY OR TOW! 


8 b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN Ib (if outside corporata limits, write RURAL and giva nearest town) 
a0 ite RURAL and giva nearest town 
<5 CAE EW VLD bayypl FOR +s eS 
a 6 d. STREET ADDRESS e. IS Setar 
oy ON A FAI 
a’ i 

Fl ae ¥ ves [] no PY 


Month Day Year 


TE 
DEATH oe a “sy pC 


9. AGE (In years | IF UNDER 1 YEAR| IF UNDER 24 HRS. 


DECEASED 


ioc AY) 
COLOR 


5. SEX 6. R RACE 


ale ‘s LODE 2 


We. USUAL OCCUPATION (Give kind of work 
dona during most of working life, even if retirad) 


ep: 


= 
kee ectvwl. 


17. MARRIED R . DATE OF/BIRTH 
7. MARRIED [~] NEVER MARRIED PSR RL 


= Hi in. 
WIDOWED [_] DIVORCED [_] 1/3 63 yrs. IF |4'o 
12. CITIZEN OF WHAT COUNTR 


10b. KIND OF BUSINESS OR INDUSTRY | MW. BIRTHPLACE (County & State, or foreign country) 


| ae. Ls: 
14. MOTHER'S MAIDEN NAME 

ope Pe “ul ler. 
16. SOCIAL SECURITY Wee Address 


ale4 Ue Beprer. Same as WR 


-AUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 


ONSET AND DEATH 
meen AEN, Abts MeagsccnT oy Aeakeeas Sy vcliare| Biot 


x DUE TO 
Conditions, if any, which wo 7. 


ava rise to immediate cause 
(a), stating the underlying ( CUETO 
cause last. (0 


ne Waly ey aon 


1S. WAS DECEASED EVER IN ARMED FORCES? 
(Yes, no, of unkown) | (Ifyesgivewarordatesofservice) 


s that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by ¥ 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
PERFORMED! 
= —_ 
5 ropTa placento ves [] No BX 
= 20a. ACCIDENT WAS UNDERLYING [) ib. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ! or Part Il of itam 1B.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
& |e EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. Time OF INJURY Month, Day, Year) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Homa, farm, + 20, (City or town) (County) (Stete} 
3 Hour a.m, While Not Whila factory, street, office bldg., etc.) | 
Ed ie 19 ‘at work at work [—] i 
i Ate: Sein) 2 oy 19GE, that (I) (wee) last 
saw the deceased alive on, $ and that death occurred i Pm, from the causes and on the date stated above. 


2b. DATE 
ATTENDING, MED. STAFF ‘SIGNED 
We mo. | PHYS. TY director 7 Pays. 1] Be” es, e 
PHYSICIAN'S — 22d, ADDRESS aa 


EOS Karel _y. bpee nw tLe TR 


23a. RIAL, oe ‘23b. DATE THEREOF 23c. os OF CEMETERY @R-CRENDAFORY ‘ity, town or county) (State) 
OVAL (Specify) / ff 
Coen J- 5" [96S Alen) Lud, 
24 FUNERAL DIRECTOR'S SIG! 
t] 


Gusll (2: 
oe" lye WA Seegleatth Be "be5 Qo OT a 


ATURE 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, with' 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


VR AIS (4) 
20M S-63 


4 
”~ 
< 
. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 


ificate be executed within ¢ hours after death. 


=i 
if. 


papers. Pages 1 ang 
jin 72 hours after 


\s) 


mpletely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 
a 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and co! 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 00449 


1. 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission} 
Scent a. STATE b. COUNTY Ni 
MARYLANO Maryland Montgomer 
b. CITY OR TOWN (If outside cor; porate, limIts, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Sykesville 5 mos. 12 dy: Silver Spring 13 Xe 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS e Led ea 
Springfield State Hospital 571 University Blvd., i. ves] no fx) 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 
(Type or print) ALBERT CNMN) BEHAN DEATH 19 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIEO[X] | & OATE OF BIRTH 9. AGE (in years TEUNDERY YEAR TFUNIDER OS 
- R t birthday) Months | Days | Hours | Min. 
Male White wiooweo [-] ovorceof]| 10-13 -1880 vie, 
10a, USUAL OCCUPATION (Give kind of workdone|{ 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreipn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) ISTRY Cc = COUNTRY? 
umber g Pennsylvania Ss. 
13. FATHER'S NAME f 14. MOTHER'S MAIDEN NAME 
Unk. Unk. 
15. WAS OECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
Ho S ield S i 
18. CAUSE OF DEATH [Ent b line f (b), and (c). INTERVAL BETWEEN 
PART 1. Pedy detente a pv igigiih ia ye . * onsen e 
IMMEDIATE CAUSE (2)_Arteriosclerotic cardiovascular disease 
of 4 QUE TO 
Conditions, If any, which «)_Gensaralized arteriosclerosis Years 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (). 
[PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) |19. WAS AUTOPSY 
mronic brain syndrome associated with cerebral arteriosclerosis, with PERFORMEDE 


psychotic reaction yes[] nok] 


MEDICAL CERTIFICATION 


20a. ACCIDENT WAS Tae al 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of injury In Part | or Part II of Item 18.) 

OR CONTRIBUTING |] CAUSE OF DEATH 

(IF EXTHER, NOTH EQICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 

p.m, 


20d. INJURY OCCURRED | 20¢e. PLACE OF INJURY (Home, farm, 


While. — Not While factory, street, office bidg., etc.) 
at work] at work [1] 


20f. (City or town) (County) (State) 


19 
21. | certify that (!) (this hospital) attended the deceased from == 
saw the deceased alive on__1-2-65 _19__, and that death occurred 5 TF, F 


19___, that (I) (we) last 
the causes and on the date stated above. 


22a. SIGNATURE 


22b. DATE SIGNEO 
ED. STAFF 
Mo. PRE?) Gtetctor C) PAYS. 1-h-65 
22d. ADDRESS Springfield ite Hospital 
Sykesville, Maryland 


Zac. PHYSICIAN'S ‘ : 
NAME (ype) Octavio A. Ruiz, M. D. 


23a. 


RSMOVAL (Specify) 
aa idee DIKECTOR 
CZ ‘ 


BURIAL, CREMATION, (State) 


23b. Me ae ae 23c. NAME OF Dette OR ie LOCATION. Balebwri, town or county} 
1-3- alee Leap Balebwri, 


ios 25a. al BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


od AN 6 1965. fork, | Jeeeige. 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


00452 CERTIFICATE OF DEATH 0045 


. 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


+ { DUE TO 
Stes 
Conditions, if any, which (o} 


= we 
ie 3 ne 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
#58 ee Carroll marriano || ° “lary land COUN perce ll 
tS ro i, 'b. CITY OR TOWN (if outside ea limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest tawn) 
g 85 Rucalyoweetee nee Lif XY Rural Westminster 
32 Sz ural, Westminster e , 
Sees 
= oo I, 1S RESIDENCE 
eee a. NAME OF HOSPITAL (IF not in hospitol, give street address) [ d. STREET ADDRESS: «. IS RESIDENCE 
e: x Westminster, Md, R. D. 2 Westminster, Md, R. D. 2 ves No O] 
EID 3. NAME OF First Middle Lost 4. DATE Manth Day Year 
23 (lype or print) Carol Christopher Bemiller Sam January 19 65 
>~s S. SEX 6. COLOR OR RACE |7. MARRIED GR] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
oF - ot penton Months| Boys | Hours] Min. 
esi 8 Male White |wiowi pivorcep [J 3/15/1892 
4 100. USUAL OCCUPATION (Give kind of work os 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote or foreign Se 12, CITIZEN OF WHAT COUNTRY? 
83 during most on life, even if Sup iSy 
ze Canning ry imployee Canning Factory Carroll Co,, Md, UeSeAe 
a 2 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
gs John Bemilier Eliza Willet 
& 8 Je WAS By 4 PSE 3143 IN U. S. ARMED eae 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
a fex, ne, or unknown) (IF yes. give war or dales of service) i “3 
ot Iker 181-03-4579 |Mrs. Beulah L. Bemiller, Westminster, Md, R-2 
3 3 18, CAUSE OF DEATH [Enter anly ane couse per line efor (9) }(b), and (c).] INTERVAL BETWEEN 
Ge 
fe 
= 
3 
2 


|, cremation, ar remaval, and in any event, within 72 hours after death. 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 ha 


BE gove rite ta immediate 
So cavse (a), stating the under. ( QUE TO 
g%s lying couse last. © 
es Jing :couseslast 
225 a Ml. OTHER SIGNIFI CONDITIONS C} 
m= Oz 
ago 6 
Pen = |200. ACCIDENT WAS UNDERLYING Fr] 200: DESCRIBE HOW INJURY OCG 
see & ]OR CONTRIBUTING L] CAUSE OF DEAT 
eae © | GE EITHER, NOTIFY MEDICAL EXAMINER) 
S25 is 
3585 & }0c. TIME OF INJURY Month, Doy. Yeor | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, form, | 20. (City ar town) (County) (State) 
& sae Fat Hour 0. m. While Not while sane street, office bldg., etc.) 
sire = p.m. 19 Jat wark [1] ot wark 
2755 : F y 
eS25 21. | certify that (1) (this haspital) attended the deceased fram ere, Al. er "9 g Laan TE. 1942, that (1) (we) last 
Hy 
= “ge saw the deceased i, e and KL 2 ama and that death € sccurrea Med me Oe the causes and an the date stated abave. 
<n To. SIGHATR PE: a 7b. DATE 
el re Sl ee 
= hi 8 (44 L, M.0.| PHYS. DIRECTOR PHYS. 
Lane Re ole is : 
zizee Tae es AV « GLENN SPEItHER Mp. 
ee 
aa ace 
FA B2° 2 230. BURIAL, Fe yes 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, tawn, ar county) (State) 
~5S pe pecify) 
= dP Pe Burial 1/19/65 Pipgasant Valley Cemetery | Pleasant Valley, Carroll Co, Md, 
2 2 x U fa my cror’s yfNaTurE 7 WY, RESS PR 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
> 
VR AIS (4 r 
TSM 9yS9 X WAL, pAl- AAAALR Votan FA oat JAN 19 49 fhe Vasctge 


jours after death. 


1 \ MARYLAND STATE DEPARTMENT OF HEALTH 
M } DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (c) 


Pi We anes NIFIC: Ft CONDITIGNS CONTRIEUTINGTO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(2) ie LAST a 


ED? 


rain amner. HDi Pee he with other diseases of unknown or ves] NO fel 


uncertain cause 
20a. ACCIDENT WAS UNDERLYING i 
OR CONTRIBUTING [] CAUSE OF 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 


as 00454 CERTIFICATE OF DEATH Q0457. 
22 2 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Resldence before admissjon) 
esc Lec oih a, STATE b. COUNTY 
278 Carroll MARYLAND Mary) and Baltimore City 
Oe b. CITY DR TOWN (If outside co! ite IImit: . LENGTI 3. 
Se a mes Ry Na ae ide, 067 Fate mits, c. LENGTH OF STAY IN 1b || c. CITY OR TDWN (If outside corporate pene write and give nearest town) 
£3 esville 10mos -25dys . Baltimore _ weot oh 
oly Ep a E OF HOSPITAL OR INSTITUTION (If not in hospital, give streét address) || d. STREET ADDRESS 8. IS RESIDENCE 
2anr ON A FARM? 
Sas | Springfield State Hospital || 501 Fairl AWN _A ves(]_nob 
255 3. ae First Middle Last 4. pale Month Day Year 
o 
a =f (Type or print) CHARLES HARRY BLUM DEATH 19 
s 5. SEX 6. COLOR OR RACE | 7, MARRIED §&] NEVER MARRIED[]| © DATE OF SIRTH 9. AGE Poraer ai a Aas TERE 
$ on ays | Hours in. 
z Male White WIDOWED [-] pivorced[]| 12-15-07 S7__vrs. | z 
c 10a. USUAL DCCUPATION (Glvekind of workdone| 10b. KIND oh BUSINESS OR TL. BIRT iPLACE (County & State, or foreiyn country) | 12. CITIZEN OF WHAT 
# during most of working life, even If retired) INDUSTRY. COUNTRY? 
as alesman RETI RED New York Us, 
= 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
2 Woiex SIMON BLUM Debbie Weiner 
2 15, WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
2 (¥es, no, of unkown) | (if yes give war or dates of service) 
° Unk 112-09-2028 ingfi i 
2 
= 18. CAUSE OF DEATH [Enter only one cause per Ine for (a), (b), and (c).] Eee TEAL 
=z late 1 a WAS CAUSED BY: 
a 
3 P MMEDIATE CAUSE (a) Uremia, Days 
& . DUE TO 
3 Conditions, If any, which (0) Renal failure Month — 
3 
a 
& 
= 
2 
8 
eS 


0 
ESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
white g Not White factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


After this certi f ‘ 
director, page 3 should be detached for use as the burial-transit permit. Then please rempve 


HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within a h 


ge 4 may be retained by the hospital or attending physician. 


p.m. 19 at work at work 
a 21. | certify that (I) (this mse attended the deceased from. , 19___, that (I) (we) last 
S saw the deceased alive on yy , and that death occurred ai , 1rom the causes and on the date stated above. 
S 22a, SIGNATURE Rp, ie DATE SIGNED 
= 
5 Haein GLA o SRR™S Boron 1 SAE tm] 1-20-65 
2 22c. PHYSICIAN'S 22d. ADDRESS Springfield State Hospital 
E NAMECDP®)  Oetavio A. Ruiz, M. D. 4 ss 
iJ 
m 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


23a. BURIAL Fie 23b, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY | 23d, LOCATION (City, town or county) (State) 


REMOVAL (S| 
HEBREW YOUNG MEN BALTIMORE MARYLAND 
24. ri ERAL DIRECTOR 1/21/65 


ON RD |= = BY REGISTRAR | 25D, REGISTRAR’S SIGNATURE 
SOL LEVINSON & BROS.INC,6010 RETSTERST: omeJAN 21 196 


{ A15\(4) 
5M 4-64 


X 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a 


al 00455 CERTIFICATE OF DEATH 00452 
Ry 
See, 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 

3 COUNTY 
eA\S C a. STATE b. COUNTY 
2038 MARYLAND } ryiand Carroll 
Sos b. CITY OR TOWN (if outside connate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give néarest town) 
BSe r write RURAL and give nearest town 
3 Westminster 16 days 4X Liberty Road N 
of oa d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give = s d, STREET ae oF 1S RESTOENICE 
sa" 

Sas Carroll County General Hospi ! Rural yes nol] 
s se 3. NAME OF First Middle Last 4. DATE Month Day Year 
am ype or print Mar Anna DEATH 19% 

3 5. SEX 6. GOLOR OR RACE] 7, MARRIED [-] NEVER men foe geek DATE OF BIRTH 9. AGE In years Fone eRe IF UNDER 24 HRS. 
we last birthday) isi Days | Hours | Min. 
See Female White WIDOWED pivorceD [7] 82 ves. 
fn 102. 2 Le notes (aive Kind of workdone| 10b. KIND OF BUSINESS OR RTHP! 488 z State, or foreign country) | 12. CITIZEN OF WHAT 
3 ea during most of working life, even If retired) INDUSTRY COUNTRY? 
$85 Housewife Home 2) 
Beg 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

S 
Ee John Wiese y 3 in 
= 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
SE (Yes, no, or unkown) | (If yes give war or dates of service) 
s . = 
te No Sees Mr A fg. 
=] & 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 ~ INTERVAL BETWEEN 
Be PART |. DEATH WAS CAUSED BY: ‘ ss baa sa 
os * IMMEDIATE CAUSE (a) 
by Yy 
Y DUE TO 


Conditions, If any, which (by 
gave rise to Immediate 
cause (a), stating the ( DUE TO 


underlying cause last, (o). 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVENINPART l(a) |19. ease 


Bn ea Guo ves [7] No [> 
20s, ACCIDENT WAS UNDERLYING] 20b. DESCRIBE HOW"INIURY OCCURRED. (Enter nature of inary In Part | or Part It of Rem 18>) 


OR CONTRIBUTING [] CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm, 
Hour a.m. while oret While factory, street, office bidg., etc.) 


p.m. 19 at work at work | 
21. I certify that (1) (this hospital) attended the deceased from_22- 26 19 


saw the deceased alive n__ Daneel. el and that death occurred , from the causes and on the date stated above. 
22a. SIGNATERE =e 22b. DATE SIGNED 


ATTENDING ED. STAFF 
| Hs LA mo, Phys. LJ birector [_] Pus. Yule = 
Zac, PHYSICIAN'S ai ADDRESS 


NAME (Type) al wv (60 RSHEY 


20f. (City or town) (County) 


MEDICAL CERTIFICATION 


to_ fem 11, 19.45; that (0) (we) last 


23d. LOCATION (City, town or county) (State) 
Reistesestewy 


25a, REC'D BY REGISTRAR] 25D. REGISTRAR'S SIGNATURE 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ‘ hours after death. 
ician 


Page 4 may be retained by the hospital or attending ph 


TO FUNERAL DIRECTOR: After this certificate has been si 
should be filed with the State Dept. of Health prior to burial, cremation, or removal 


director, page 3 should be detached for use as the buri 


bent (Specify) 


23a. BURIAL, Cleve | 23b. DATE THEREOF | 23c, NAME OF CEMETERY OR CREMATORY 


Lutheen Cemetee 


1-13-65" 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


= 5 
s 2 1. PLAGE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
ie 5 a. STATE b. COUNTY. 2 
= ets Carroll Servtans Maryland Frederick 
= $35 B. CITY OR TOWN (If outside corporate limits, | c. LENGTH OF STAY IN 1b ||"c. GITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
2 =) < g = i RURAL and give nearest town) 31 Q 22 x 5 
= ce. ural =-. n 5 e Omo, Ce: Emmitsburg AO OX aa 
o a 
= of d. NAMEOF HOSPIT, TION (If not jn hospital, give street address) || d. STREET ADDRESS ®. IS RESIDENCE 
@: = ak g Soringite d AES fron eee : Mal FARM? 
aoe | Ms Tinkmouwn ves []_nof] 
= > _s§ 
= S55 3. NAME OF First Middle Last 4, DATE Month Day Year 
ee DECEAS| 
e ae DECEASED Mary Agnes Bowers Beam «= L=31- 65 19 
J 
S Sa 5_SEX 6. COLOR OR RACE | 7, MARRIED|~] NEVER MARRIED %._ DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR IF UNDER 24 HRS. 
B 23 Female White Oo pal oh ee Th last irthday) Months | Days | Hours | Min. 
2 BE WIDDWED [-] DIVORCED [~] a5, 
os 10a. USUAL OCCUPATION (Give kindof workdone| 10b. KIND DF BUSINESS OR TL. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
2 So during most of working Ilfe, even If retired) INDUSTRY OUNTRY? 
2 58: ; Maryland Fred. Dole 
2 22 
s 2s S 1S, FATHERS RANE 14, MOTHER'S MAIDEN NAME 
© os5 ers Sarah Jane Murphy 
¢ FEE rpny 
8 2.5 15. WAS DECEASED EVER INU,S, ARMED FORCES? | 16. SOCIAL SECURITYNO, | 17. INFORMANT address, Sykesville 
= Ze c} (Yes, no, or unkown) | (If yes give war or dates of service) Z i, 2 
@ Ree t None Springfield Hospital Records Maryland 
i S28 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ea ae PART I. DEATH WAS CAUSED BY: i i 
BE GES . 2 IMMEDIATE CAUSE (a). = 
53 gas GAOL DUE TO = la 
2555 Conditions, if any, which Gee. ober she. Paes Wcllthe. 
= fea & yt gave rise to Immediate ) 
Ss B32 cause (a), stating the DUE TO 
=5 g ge underlying cause fast, (c). 
See, = & | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART i(a) 19. WAS AUTDPSY 
oe 93s = a ie PERFORMED? 
2s§33 18 ves [NO fel 
ZESS= = | 20a, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Part 11 of Item 18.) a 
e525 (5) RUNDE Stine, 
So Cece o y 
= oan 
z 2288 % | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 209; PLAGE OF INJURY ome, farm] 20% (City or town) County) (State) 
Ce ay 3 Hour a.m. While p— Not Whil y u eg 
ga £28 = p.m. 19 at work[_] at work” 
S252 21. | certify that (I) {this hospital) attended the deceased fro 1945, to_/= 57 _, 1923, that (l) (we) last 
ESefs saw the deceased alive on____/— S/ - 1925, and that death occurred at&25~4M, from the causes and on the date stated above. 
Egeas 
rE Bat Za. SIGNATURE _ 2b. DATE re 
= ATTENDING MED. STAFF 
Sfsas of a rn A wp. SHV NS BE] Biegotor CO] pays. C)| 7-S/-Ge 
22485 226. PHYSICIAN'S 22d. ADDRESS Spring fiel 
res a - . - pringfield State Hospital 
= - NAME (Type 7 : 
a zs? / (WW) Wace Merpr Sty tise — | Sykesv Maryla 
o 
EeRes 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
of oon ee a (Specify) || i i 
FoF Buri Feb. 2, 196 J mitsburg, Frederick Co. Mde 
24, FUNERAL DIRECTOR ADDRESS 253, REC'D BY REGISTRAR | 26b. REGISTRAR’S SIGNATURE 
Ares , Emmitsburg, Md, | pare FERED ut ke Clearly _ geedig ee 


te be executed within 24 hours after 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certifi 


VR AIS (4 
20M 5-63) 


death. Page 4 may be retained by the hospital or attending phy: 


MAKTLAND SIATE VEPAKIMENIT VF MEALIM 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00457 CERTIFICATE OF DEATH 00 454 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore daceased lived, If institution: Residance bafore admission) 
Ny ory, a. STATE b. COUNTY té 
£45 Carroll MARYLAND Maryland Washingto 
> i 3 b. CITY OR TOWN [if outside corporata limits, ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
3s writa RURAL and giva nearast town) 
38s Sykesville (rural) ly 3m 22d Hagerstown _ 25 
2? Pa d, NAME OF HOSPITAL OR INSTITUTION {if not in hospital, giva straat address) d. STREET ADDRESS e IS Whee 
mas ON A FARMi 
.o : . . Ww of 
Bee S| aapeinsfield State Hospital _||_ 111 West Side Ave. ves [] NO i] 
Bag! 3. NAME OF First Middia last 2 Month ‘Day Yor am 
DECEASED 
(Type or print} Everett NMN Burgan 1 6 1965 
5. SEX ~~ 16, COLOR OR RACEL7, ARRIED FE] NeveR MARRIED [-] | & DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
: 0-8 last birthday) |"Months| Days | Hours 
ei Male White winowen [~] bivorcED [_]} 3-30-05 yrs. i | 
3 5 S 10a. USUAL OCCUPATION (Giva kind of work 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or fore in country] 12. CITIZEN OF WHAT COUNTRY? 
ah 5 ss done during most of working lifa, avan if ratirad) 
£55 Railroad employee Railroad Maryland z U.SeAe . 
2 gs 13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
527 
es John Burgan Pive Ree 7 . 
= = a 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Addrass. 
Mo 3 (Yes, no, or unkown) | (Ifyas givawarordatasofservice) 
x 3H None _|_ --_ 705-10-5520) Hospital records Sykesville, Md. » 
BES 1B. CAUSE OF DEATH [Entor only one cause par line for (a), (b), and (e).) "4 ‘ -= = NTERVAL BETWEEN 
ae PART |. DEATH WAS CAUSED BY. ee tha 2 
a. € IMMEDIATE CAUSE (eo) Myocardial infarction a Bas le _|Minutes __ 
ty BE a/ DUE TO 
gas Conditions, if any, which w__Arteriosclerotic coronary arteries Years 
“wee, gava risa to immedi : = al | m =" 
2O5 {a), stating the un apie) 4 © 
sciets causa last, «;__General arteriosclerosis Years 
8 eo 3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tfa)} 19. Was 
ned a. Shia 2 ‘Ol D: 
es gle . rea $1.07 
B22 1S ;chronic brain syndrome, assoc. with senile brain diss. eS SESONG AE 
5 | 20a, ACCIDENT WAS UNDERLYING 20b, JRRED, itam 1B. 
Bbc |S [BESSON WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part Vor Fart Il of iam 18) 
yas "3 3 U [IF EITHER, NOTIFY MEDICAL EXAMINER)| “=== 
esr % | 20c. TIME OF INJURY Month, Day, Yaar) 20d, INJURY OCCURRED ) 20s. PLACE OF INJURY (Homa, farm, - 20%. [Cily or town) “(County} ~~ (Stata) 
gs. |S f 
so 6s Hétleatiny Whila Not Whila factory, streat, office bldg., alc.] 
ee eee . = v at work [] atwork [| a liege 
oss Fae Ye a 
B2e 21. I certify that #) (this hospital) attended the deceased from. Sept.e.. Lbs 96.5 toate Oecne , 1965:, that (9 (we) lest 
we = saw the deceased alive on...J.ane....6. 9.65. and that death occurred atl 240A, from the causes and on the date stated above, 
Bog Pare SIGNTES ATTENDING STAFF gee — 
2 5 
Bee Ww pes mo. | PAYS. =] DIRECTOR C] Pry. Bd Jan. 6, 1965 
Fy as Ze, PHYSICIAN'S é O 2d. ADDRESS 
= NAME (Type) : 
553 / Trometiseo GUHEteg Wit yee sie, Mdisc ee Ee 
eS 230. BI Leng oe 7 [+ ceie 23¢. NAME OF CEMETERY OR CREMATORY . TION (City, town or county) 
Qe 3 oval Bee ‘ LO 


Yours a GTO lad ‘ORS SIGNATURE ADDRESS. 


aN fa ry 


Ny, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


MARTLANY STATE VEPARIMENT VF MEALIM 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10e. USUAL OCCUPATION (Give kind of work 


10b. KIND OF BUSINESS OR INDUSTRY {| 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


be le ae CON Nk ag = OS USA 


14. MOTHER'S MAIDEN NAME 


FLIZA BETH WENTER 


13, FATHER'S NAME 


LAolwas _f CAIRNS 


Then please remove carbon papers. hae Vand 


iled with the State Dept. of Health prior to burial, cremation, or removal, and in any 


4 ° : CERTIFICATE OF DEATH 0 0455 

13 Ldap ae DEATH F cP 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 

a a a. STATE b. COUNTY 
ose PR fe LL. MARYLAND MARLAND CARROLL 
=U _ b. CITY OR TOWN {if outside corporate limi ¢. LENGTH OF STAY IN Ib _¢, CITY OR TOWN {if outside corporate limits, write RURAL and give nearest town) 
Bass write RURAL and give neerest town) 
es | “yy _| Monrys |A_ WELW WIV DSéR 
Bee d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS ©. TS RESIDENCE 
Ss olMegpew Wew upsine Heme |! _ CHUREM__ST. lest Nop 
3 Fei AME OF First Middle “Test ‘) 4. DATE “Month “Dey Yeer 
an DECEASED OF YE 
B82 | tmemm AOBERT SCoTT  CAIRVS St same SAV 22 OES 
@ = 5. SEX 6. COLOR OR RACE|7, MARRIED [DA NEVER MARRIED [-] | 8- DATE OF BIRTH 9. AGE pass IF UNDER 1 YEAR| IF UNDER 24 HRS, 
st birthdey) |"Months| Deys | Hours) Min. 

5 7) wirowe[]  vivorceo] |/FA LS 1EE 6 si peepee | eve: Mis 
c 
3 
2 
a 
2 
i] 
£ 
a 
o 


'S DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address Hid 
{¥es, no, or unkown) | (Ityesgivewarerdates of service) 
poe Vo NONE __ NOBERT | S_CALENS JR MEW Wy sep 
f= 18. GAUSE OF DEATH [Enler only one cause per line lor (e), (b), end {c).] INTERVAL ce EN 
wis PART |. DEATH WAS CAUSED BY: one b Fos a 
gga IMMEDIATE CAUSE (e) a) _ zs 
&ex ee y 
oae ne) { A DUE TO. 
6 
ees Conditions, i (b) al 
= geve rise to imme: 7 7 2. - ssa a 
ig (a), stating the underlying OUE TO 2 
Y couse last, {e 
oO 
x 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(al| 19. WAS AUTOPSY 
g —- is > © PERFORMED), 
= 
olé | ves {no ae 
= ] 20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
© | (lf EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homo, ferm, | 20f. (City or fown) (County) «Stoo 
3 teers asm While __Not While factory, street, office bldg., etc.) | 
= p.m. 19 ot work ot w 1 


STAFF 


ATTENDING 
DIRECTOR (0 pays. [J 


PHYS. 


— 


22c. PHYSICIAN'S 
NAME {Type} 
ape weet 
23a. BURIAL, CREMATION, ae DATE THEREOF 23c. NAME OF mel OR CREMATORY 23d. LOCATIO! 
Be PY (Specify) 7 ORE, 


LA LL be “D BY east aap page 
TTT Lae Ded, \voelBN 25 1965 feoorle Snape 


{City, town er county) won 


director, page 3 should be detached for use as the burial. 


be 


TO FUNERAL DIRECTOR: After this certificate has been signed b: 


VR AIS (4 
20M S-63 


The law requires that the death certificate be executed within 24 hours after death. 


or attending physician, 
ificate has been signed by the attending physician, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
Page 4 may be retained by the hos 


— 
Lard 
Ss 


eqmpletely filled in by the funeral 


efremove tarbon papers. Pages 1 and 
in anyevent, within 72 hours after deatp. 


[tend 


of Health prior to burial, cremation, or removal 


After this certi 2 te 
director, page 3 should be detached for use as the burial-transit permit. Then 


filed with the State Dept. 


TO FUNERAL DIRECTOR 


should be 


vr A15 (4) § 
15M 4-64 


9 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


59 CERTIFICATE OF DEATH 
1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admlssion) 
a. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland Baltimore City 4 
b. CITY OR TOWN (If outside corporate limits, ¢, LENGTH OF STAY IN 1b ||"c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearést town) 
write RURAL and give nearest town) 2 s 
Sykesville 8yrs.3mos.2dy#. Baltimore Zac t 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS a TS RESIDENCE 
Springfield State Hospital 223 President: St. ves) nob 
3. 2 ae First Middle Last 4 cae Month Day Year 
(ype or print) GZORGE RICHARD CIOEFF DEATH January 12 19 65 
5. SEX 6. COLOR DR RACE 1 8. OATE OF BIRTH 9. AGE (In years | IFUNOER 1 YEAR |IF UNDER 24 HRS. 
j 7. MARRIED [} NEVER MARRIED eta SS aa OMe 
Male White WIDOWED [-] pivorceo[]| 2-22-0h a) 
10a. USUAL OCCUPATION (Give kind of workdone} 10b. KIND DF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY CDUNTRY? 
None Maryland. Ue Sede 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Valentine Cioeff 7D os Bena Arch 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) ‘ys a service) 
No Unk. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: M dial i ; Radel es 
IMMEDIATE CAUSE )—llyocardial infarction 
4do DUE TO : 
Conditions, If any, which w__Arteriosclerotic heart disease Years — 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (). 


3 PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART l(a) |19. [cera 
5 hronic brain syndrome associated with alcohol, with psychotic reaction yes No 
= 20a, ACCIDENT WAS UNDERLYING Ea 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part II of Item 18.) 

| DR CDNTRIBUTING [] CAUSE OF DEATH | - 

© | (IF EITHER, NOT! EDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
= Hour a.m. factory, street, office bidg., etc.) 

= While Not While 

= m. 19 at work{_] at work im) 


21. | certify that () (this hospital attended the deceased from_10=10=56 _, or toL=12-65 _, 19___, that (0) (we) last 
saw the deceased alive el ee and that death occurred a?* Llfrom the causes and pn the date stated above. 
22a, SIGNATURE - 22b. DATE SIGNED 


y ATTENDING MED. STAFF | 
(tt Qhité mo. Pays. (1 _pirector {] pys. Exl| 1-12-65 
- - 22d. ADDRESS Springfield State Hospital 
ectavio A. Ruiz, M.D. __| i angland. 
23a. CBU ic Spal | 23d. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY ik LOCATION (City, fown or county) tate) 


REMOVAL (Specify) ya? 
-[S- As y AALOLE 


| Welfrin @ ore: bael 
24. [FUNERAL OIREQTOR. i AODRESS “ 5f| 25a./ REC’D BY REGISTRAR] 250, REGISTRAR’S SIGNATURE 
Face. pela Vor R79 2.25. HB owe JAN 13 fCLionrbag Wuctgen 


22c. PHYSICIAN'S 
NAME (Type) 


Fi 
HEA 


@.... 
he funeral 


24 hours after death. If any delay 


” in pencil in Item 18. Give Pages 1, 2, and 3 to 


TO DEPUTY . This certificate should be executed wi 


1 


orm PM3. Page 5 may be 
hours after A 


‘i 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2-with the State Departa 


F 


f Medical Examiner's Office along with 


of Health or its designated agent, prior to burial, cremation, or removal, and in any event’within 


please execute the certificate, writing the word ‘“pendin, 
director. Page 4 should be forwarded to the Chie’ 


retained for your files. 


VR A15ME 
35DD 4-64 


OR STATE 
LTH DEPT. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


£3 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 

1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, tf institutlon: Residence before admission) 

a. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
b. CITY OR TOWN (If outsida corporata limits, c. LENGTH OF STAY IN 1b ||'c. CITY OR TOWN (If outsida corporata limits, writa RURAL and glva nearest town) 
write RURAL end give nearest town) Boas xX 
Sykesville years _10da Sykesville 

d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, Siva street address) || d. STREET ADDRESS 


a. IS RESIDENCE 
ON A FARM? 


Springfield State Hospital | ves] ofc) 
3. gk Fa First Middle Last 4, DATE Month Day Yaar 
(Type or print) Johanna NMN CLARK DEATH = Januar: 16, 1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED fr] | 8 DATE OF BIRTH 9. AGE (In years | IF UNDER YEAR|IF UNDER 24HRS, 
4 last birthdey) Months] Days | Hours | Min. 
female white WIDOWED ["] pivorceo{}| — 9=2—05 59 yrs. | | 


1Da. USUAL OCCUPATION {Give Kind of work done 11. BIRTHPLACE (Stete or foreign country) 


1Db. KIND OF BUSINESS OR 
during most of working ilfa, even If ratlred) INDUSTRY 


12. CITIZEN OF WHAT 
COUNTRY? 


Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Robert Glark Johanna Lyons 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17, INFDRMANT Addrass 
(Yes, no, or unkown) |(Ifyes give war or dates of service) 
_no Fiore | Springfield State Hospital Records 
18, CAUSE OF DEATH [Entar only ona causa per lina for (a), (b), and (c).1 INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: i | ONSET AND DEATH 
o792 a ee cause (a)_ Acute Pulmonary Congestion & Edema 
Bo V2 


DUE To 


Conditions, If any, which (b)_Low Bowel Obs tructi on 
gava rise to immediate 2 
cause (a), stating the DUE TO 


undarlying causa last. Post-operative Adhesions (Cecostomy) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(@) 


i 

Dementia Praecox - Hebephrenic type. ves ESI 
2Da. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part 11 of item 18.) 
eae 


2De. TIME OF INJURY Month, Day, Year 


19. WAS AUTOPSY 
PERFORMED? 


20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Homa, farm, 

Hour a.m. While Not While factory, street, office bldg., atc.) 

p.m. at work st work 

21. | certify that i took charge of the remains described above, heid an Autopsy 4. Inspection [_], inquiry |], and in my opinion 

death resulted from: Accident [_], Suicide [], Homicide [_], Undetermined manner [_] 
CHIEF MEDICAL EXAMINER [_] 

MM.p, ASSISTANT MEDICAL EXAMINER [~] 22. DATE SIGNED 


16S 


2Df. (Clty or town) (County) (Stata) 


MEDICAL CERTIFICATION 


EXAMINER'S 
NAME (Typa) 
23a. eee eal 23b. DATE THEREOF 23c. 
ts | (= £0-6 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 


CERTIFICATE OF DEATH rf] 0 4 & 8 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, Hf Institution: Rasidence before admissio 
chee ad a STATE 7 b, COUNTY 
\\ MARYLAND 


b, CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside egrporate limits, writa RURAL end giva naeras! town) 
write RURAL end give nearest lown) 


5 AD OR thi (if not in BD in rene z 4 wa ah ve (Fire re 300bl= > che * 
hc bi eerie Hbtne IL Low a4 Sr 092. JSF. ON A FARM? 


in 24 hours after 


7:lled in by the funeral 


permit. Then please remove carbon papers. Pages 1 and 2 shew 


ves (] No] —— 
4. DATE Tore 


Month Day Yaar 


. ON. 
j DECEASED a te aan Thal . 2 96S 
7. MARRIED EVER MARRIED [_]| 8. DAFE OF BI 


\5. SEX pral€ 6. COLOR lf. RACE 9. AGE {In years |IF UNDER 1 YEAR| If UNDER 24 HRS. 


10a, USUAL OCCUPATION Nepicw ‘of work 


done during m: Dr ‘of working life, even if ratired) 
14. MOTHERS MAIDEN NAME 


UN/EAIb WN : 
13, FATHER’S us 
Sonitt bailey PCE = 


Ire WAS pcre aie IN U.S. AnD FORCES? 16, CIAL SECURITY NO.| 17, INFORMANT Address 
‘as, no, or ugkown) | (Ifyesgive warordelesofservi VP 
Wwe ae Mase Hemt deleDe = “lf Lb 
18. CAUSE OF DEATH [Eniar only ono ~=% fot ee Totet Te TEVA HE Lb 


PART |, DEATH WAS CAUSED BY: ONSET PE) DEATH 


IMMEDIATE CAUSE (e}. 
lly we Le YCPMs 


72 hours after death. 


las birthday) 


Bars| Deys | Hours Min. 


wipow#D [| bivorced [] 1% yi yrs. 
TOb. KIND OF BUSINESS OR INDUSTRYA 11, BIRTHPLACE (County & Stele, or ffreign country) 12. CITIZEN OF WHAT COUNTRY? 


YL A. we Pi a. 


by the attending physician and complete! 


ysician. 


be X DUE TO. 


Conditions, if any, i, (b) Fics 


|, cremation, or removal, and in any sve 


gava rise to immadiale ceusa 
{a}, steting tha underlying ( OVETO 
cause last. 


(c), 


19, WAS AUTOPSY 


rs PART Il. OTHER SIGNIFICANT CO! CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO. THE TE! Cp tb fey DISEASE CONDITION GIVEN. IN| PART ate (a) ee 
Ae 
olk| Ar Tene Selerohe. Hear Diese POS ie Ahenesp) sO) x0 
E 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURED. eo ‘of injury in Part | or Part II of item 18.) 
@ | OP CONTRIBUTING [] CAUSE OF DEATH 
G [CIF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ' 20f. (City or town) ‘. (County) (State) 
=< facil air Whila Not Whila factory, straat, office bldg., atc.) H 
= pie 1” at work of work 


2. 1 certify that (I) (this 


saw the deceased alive opp...... 
| 22a. SIGNATURE 


1) attended the deceased from... 


Hf fol 9 AY ome eee NET (0) Gos} last 
AFB. 19, 65. . and that hese occured ee iv from the causes and on the date stated above, 
226. DATE 
1G F ‘SYGNEI 
anda ns, | BE Brn RE ag FR 


be retained by the hospital or attending ph 
RECTOR: After this certificate has been signed 


director, page 3 should be detached for use as the burial-transit 


be filed with the State Dept. of Health prior to burial, 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


4 
Ko z 
Hod 22c, PHYSICIAN'S 22d. ADDRESS 
pages | [EA Ci ga  Spunpens ae eT Moll He. ai 
23 E 23a. BURIAL: Tae 3b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stata) 
REMOY. (Specify) 

ee E 1-27-65. | | Nt, Auburn Cemetery. re, Maryland 

VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY Leieaday 25b. REGISTRARS SIGNATURE 

pei Charles ®, Law 802 Madison Ave, loa JAN 26 965 fConbag Voc ate. 


MARTLAND STATE DEPAKIMENT OF REALIM 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


> 
a 


eee CARRIE ELIZABETH DEVIL BISS 


oa tN pes 19 Cs 


9. AGE (tn yeers 
lest birthdey) 


yrs. 


5. SEX iF UNDER 24 HRS. 


Hours Min, 


6. COLOR OR RACE 


W 


10a. USUAL OCCUPATION (G ‘ind of work 
done during most of working ven if retired) 


OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
HOU ELEEPER \OWK HOME LUEBY L ply b> Us 4 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


NICHOLAS BOONE MIOKMINGSTAR __ 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Addres 


(Yas, no, or unkown! (if yes give weror detesof service) 
th " Lde- Hg WS. DEV UBISs LN IeN "ble 


B. DATE OF BIRTH 


JUNE | - (569 


IF UNDER 1 YEAR 
Months | Deys 


F 


‘. CERTIFICATE OF DEATH C 
3 i PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
E a, STATE b. COUNTY 

wg CAA ROkd 7 MARYLAND || _ LN fh RYLZPNMS CORROLL 

zs b. CITY OR TOWN iif outside Tres limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 

au wri and give nee 

ei \AGLBLLDEE” form |2/monrys | Yyy BRIDLE 

& . 4. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give streat address) | dd. STREET ADDRESS # 1S RESIDENCE 

as ¢ 

3 IAPSOOKLHELD JIAWOR NURS ME HOME ri PROALWA ae _| vs no 
co LL 

an “3. NAME OF First lest 4 eh “Month “Dey ~Yoor 

an DECEASED 

ore) 

Pet 

oF 

2 


7. MARRIED [_] NEVER MARRIED [_] 


penne pivorceD [_] 


1bb. Kil 


Then please remove 


|, cremation, or removal, and in any 


s that the death certificate be executed within 24 hours after 


signed by the attending physician and completely filled in by the funeral 


€ ¢ 18. ‘CAUSE OF DEATH [Enter only one cause p hes ine for (e), (b), end (c).J INTERVAL | ie 

io ONSET AND DEATH 

3 PART f. DEATH WAS CAUSED BY: A there 

Pus & IMMEDIATE CAUSE (0) CE linge se Baste Cs - Ua s + 

<= = 

852 HS 500 DUETO 

eck Conditions, if eny, which (b) oe 
geve couse oe = = C= a a: | rn i | ye aa 
(a), steting the un leks 14 
couse lest. e) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va)| 19. WAS faye 
PERFORM! 
of) ves] No BY 


2De. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury in Pert | of Pert Il of item 1B.) 


‘2De. PLACE OF INJURY (Homa, farm, | 20f. (Clty or town) (County) ——S—SC«*( Stet) 
fectory, street, office bldg., etc.) 


2Dc, TIME OF INJURY Month, Dey, Yeer 
Hour 


2Dd. INJURY OCCURRED. 
While Not While 
work at work 


MEDICAL CERTIFICATION 


19 
21. I certify that (I) (this hospital) attended the deceased fro % , that (1) (ee) last 
and that death occurred alf/.: eat from the causes and on the date stated above. 


death. Page 4 may be retained by the hospital or attendin 


TO FUNERAL DIRECTOR: Atter this certificate has been 
director, page 3 should be detached for use as the burial 


be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


saw the 5H rn on. 
TENDING, ED. STAFF 220 BNE 
A MED. 
{ mo. | PHYS. JR] oinector [7] Puys. = ft GS 
ry ST z 224. ADDRESS 
' 
Hae Rico ee _ity ve on Bei Redag ,f bia 
Te, BURIAL mart Zab, DATE THEREOF poy NAME OF CEMETERY OR CREMATORY LOCATION ae town ore (Siete) 
IMOVAI ipecity] 
BURIAL ma LEAS. LUTPERAN UMN TowN VD) 
24 hin IRECTOR/S_ SIGNATURE 25e. REC'D BY REGISTRAR | 25b. ee SIGNATURE 
ve ais INN W/ don - Mewar Pile Dad Ola 
20M 5-63 \ erin 4 oat JAN 15 lags bing 


& 


TO HOSPITAL OR ATTENDING PHYSICIAN: The !aw requires that the death certificate be executed within hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


MARYLAND STATE DEPARTMENT OF HEALTH 


am 


M DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
aa NASA CERTIFICATE OF DEATH V046U 
BR 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutlon: Residence before admission) 
Said eke a ee b. COU! r 
me Ak voll MARYLAND ayant Yb Re 
gs b. CITY OR TOWN (if outside cory pets limits, c. LENGTH OF STAY IN 2b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
o 2 writ and ae town) eae a, A es Vi, em: 
.2 4 Z s Ln 416 e re? ¢ 
an NBAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve/street address) || d. STREET ADDRESS 8. aie 
a ’ 
Ss / Lele SA2 fe Hose yas ee Are FLEE eS ves] nok” 
s = First Middle Last 4, Bees Month Day Year 
a (Type or print) lyohoe Ww Ena/e | DEATH ap: iG 19 os~ 
5. SEX 6. COLOR OR RACE | 7, warri 8. DATE OF BIRTH 9. AGE ears | IF UNDER 1 YEAR {IF UNDER 24 HRS, 
72 NES LEDS IMSL EH EL last birthsy) Months | Days | Hours | Min. 


(Male VEAL WIDOWED [E}-— divorced] | /O-t6 -/f 75" ifs ts. 


10a. USUAL OCCUPATION fee kind of workdone| 10b. KIND OF BUSINESS OR LL. BIRTHPLACE a & State, or foreipn country) | 12. CITIZEN OF WHAT 
during most of working | life, even If retired) ,, INDUSTRY COUNTRY? 
Yeenee $fysfeeMan Selfemployed LS, VA 
bgky NAME E oe ug 7 NAM 

faba Anclerw Fra le LALLA on 
15/WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. hl Address 


(Yes, no, dr unkown) MGS UFO MKesxcks, Sarigylislol Shere ps ys 


(ifyes pive war or dates of service) 


o 
18. CAUSE OF DEATH [Enter only one cause bey, line for (a), (b), and (c).J Wee eee 
PART I. DEATH WAS CAUSED BY: 4 
3 IMMEDIATE CAUSE (a)_ aI ROM CA AE APD09¢ 9 
ig ) DUE TO 
Conditions, If any, which ) LoVe ote lade. y PP14 MWA é Enns 
gave rise to Immediate Thee 
cause (a), stating the ’ 
underlying cause last, "Boer a ee AR Vo eeronrleQnss A CRS 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 9. ee ce 
ay YE 0 
oO s[] No Bq 


20a, ACCIDENT WAS UNDERLYING am 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part It of Item 18.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm 
Hour a.m, While rset While factory, street, office bidg., etc. 
p.m. 19 at work L_] at work oO 


21. | certify that (1) (this hospital) attended the deceased from HEC2/Q.-__, 19 Sop , 1945—, that (1) (we) last 
saw ope alive on a 19.457, and that death occurred ai M, from the causes and on the date stated above. 
RE 7 


De. 22b. DATE SIGNED 
“ai mo PWV J Dineotor C1, Ris le é —- 6s 
22d. ADDRESS Iy9» 17 i 
E23 DD | Sexe. ry ry 4 “We. DI~R. 9 La rv 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


mes tn 


26. Tae 
‘ype)~) 
_ Loo Gane. YR! 


director, page 3 should be detached for use as the burial-transit permit. Then please rere 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


2a. BURIAL, CREWATION,| 290. ‘DATE THEREOF /” | 236. NAME OF CEMETERY OR CREMATORY 2ad. LOCATION (City, town or county) wa 
ecify) 
aosig 1-19-1965 Ebenezer Cemetery Baltimore, Co. Md. 
24. FUNSRAL DIRECTOR ADD) 25a, REC'D BY REGISTRAR] 25b. REGISTRAR'S SIGNATURE 
asses WN SZaae ia done 7405 bly fed. . 
15M 4-64 240} oaTg AN 1-9 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


POLES CERTIFICATE OF DEATH U046] 
52 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
ok, ¢. COUNTY a, STATE b. COUNTY 
ee Carroll MARYLAND Maryland : Carroll 
>es b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b “e. CITY OR TOWN [If outside corporate limits, write RURAL end give nearest town) 
Bf write RURAL and give neerest town) 
x 32 Taneytewn Taneytown ae 
£2. d, NAME OF HOSPITAL OR INSTITUTION [if noi in hospitel, give sires) eddress) d. STREET ADDRESS @. IS RESIDENCE 
=a §. ON A FARM? 
Bee? _321 East Baltimore Street eal 32] East Baltimore Street | ¥ C1 8° Rd 
SAN F a a DATE "Month Dey eer aa 
a DECEASED or 
46 TLE eT Maude Estella Essig | DeaTH January T1965 
rf 5. SEX | 6 COLOR OR RACE|7, maRRIED [-] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In yeors |IF UNDER1 YEAR| IF UNDER 24 HRS. 
lest binhdey) coi “Days | Hours | Min. 
Female White WIDOWED oivorceo[]|Dec. 3, 1876 yes. 


10a. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


Housewife 
13. FATHER'S NAME 


Ptolmy Hilterbrick 


10b. KIND OF BUSINESS OR INDUSTRY ce BIRTHPLACE (County & Siete, or foreign country) _ | 12. CITIZEN OF WHAT COUNTRY? 
orthumberland Co., , U.S.A. 


14, MOTHER’S MAIDEN NAME 


Josephine Rhodes 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


os 
=e 

coo 

5 

33% 

tf > 

HE 

Q gs 

£290 

226 

Ss. —_ 2 ” 

293 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT Address 

ses (Yes, no, or unkown) | (Ifyes give weror detesof service) 
eas No e Eg irs. Wallace Yingling, Taneytown, Md. 
Bret 18. CAUSE OF DEATH [Enier only one cause per line for (e), (b), and (¢).) ‘ ©" )"INTERVAL BETWEEN 
uae PART |. DEATH WAS CAUSED BY; a alata Cor AN eee 
Zend IMMEDIATE CAUSE (2) Alt uit d A uJ 0! 4 
ang. } - 
Pia £3 145.0 DUE TO 
eh: 6 Conditions, if any, which (b) ie, 
gos’. gave rise to immediete couse Fy % — a. Fr 
BROR {e}, steting the underlying DUE TO 
= 34 3 cause lest, (e) . “ 
BELO Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)| 19. WAS AUTOPSY 
ggee $ why Gadical PERFORMED? 
BEER OlS gia Olt duet bref S yeas mC} 80 Wg 
5% | ©] 20s. ACCIDENT WAS UNDERLYING mney i 1 a 

= | 200. 20b, DESCRIBE HOW INJURY OCCURRED. (E 11 of item 18. 
feb £ | CON OING caterer | 29 (Enter nature of injury in Pert | or Pert Il of item 18.) 
| & JF EITHER, NOTIFY MEDICAL EXAMINER) 
2 or = = = = ms 
Ue ot § | 20. TIME OF INJURY “Month, Dey, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (tote) 
gtss S Hour vont While __ Not While factory, street, office bldg., etc.) | 
‘8 as 4 = p.m, 9 ot work et work | 
o a 
g02e 21. 1 certify that (!) (this hospital) attended the deceased from....<}: See, that (I) (we) last 
>a Ss saw the deceased alive on... 19.@.2, and that death occurred , from the causes and on the date slaled above, 
aos par a ae ATTENDING MED STAFF 2b. NED 
2 . 
38 Se atk hvrannnreae mo. | PHYS. Bg. pirecror [-] PHys. [) jeu ZS96S5 
fRaz 22e. PHYSICIAN'S 22d, ADDRESS 
rs NAME (Type) 

2B | Charles R. Williams, M.D. __Ahett Oe ea on 
gm S* | 155. BURIAL CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stele) 
70 9 3B REMOVAL (Specify) 


Burial 1 Reformed Cemetery Taneytown, Maryland 
24 FUNERAL DIRECTOR'S SIGNATUR| v7 RESS 258. REC'D sy REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
ete . 
an 


ana C.0. Fuss & 5S eytown, Mdge oan JAN 1] Velin Ll, 
63 XY = F sath Peart — 7 
7 a 


| or attending physician. 


death. Page 4 may be retained by the hos 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


VR AIS (4) 
20M $-63 » 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


) ale. wé ie wivowen[} _bivorced [] Ty, VA [965° 


Wa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY i 
done during most of working life, even if retired) | 


poo Days Hours | Min. 


“Wi. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
Carroll Co. 


L Ce. 7 
14, MOTHER’S MAIDEN NAME 


Genevieve Fahnestock - unmarried 


rs CERTIFICATE OF DEATH 00462 
i a = = 
‘3 1 Ou: DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before admission) 
2 6. ~ FR f 
e Carroll manviann || "Maryland = > “Ute 4 a “WV 
=, b. ante TOWN [if outside eee "| @ LENGTH OF STAY IN1b || c. CITY OR TOWN (If outside corporete limils, write RURAL end give neores! town) 

MS re ive. nearest town 
oe westitnstsy Min, Keymer rural re: 
Bae d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS a = = all e. is RESIDENCE 
zee, | NA FARM 
Se 5/9) Carroll County Geberal Hospital | RD 2 _| ves] No Lk 
iz 5 ra. “NAME oF “First ~ Middle Test ~ | 4, DATE Month De ~ Year = 
2 E OF 
ee Myeeorerin) sd James Allen Fahnestock peas = Jane ly, “196% 
0 § 5. SEX 6. COLOR OR RACE ‘ARR 8. DATE OF BIRTH — 9. AGE (i FUNDER 1 YEAR| IF UNDER 24 HRS. 
x 7, MARRIED [_] NEVER MARRIED [_] Sanne a 


13. FATHER’S NAME 


Unknown 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address RD 2. 
(Yes, no, or unkown) | (Ifyes give warordatesof service) ¢ 
. enevieve E. Fahnestock Keymar, Md. _ 
18. CAUSE OF DEATH {Enter only one cause pel }, (b), and (c).) E a a ee Fa INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: * ts ; 
IMMEDIATE CAUSE (a) £ L LCA a i ee eS ME 0 Tn 445 
DUE TO ; 
Conditions, if eny, which (b) 
92V0 rise to immodiote cause 4 ae *. “= io oe i ee 
DUE TO 


(eo), steting the underlying 
cause lost. Pr, ) 


PART Il. OTHER SIGNIFICANT CONDITIONS: CONTRIBUTING TO DEATH | TO DEATH BUT NOT RELATED TO THE eg DISEASE CONDITION GIVEN IN PART 1a); 19. es pass d 


ED? 
ee Gn, em, ae FAO ves (]_No [EI 
2Da. ACCIDENT WAS UNDERLYING [] ‘20b. oda HOW INJURY OCCURRED. (Enier nature as injury in Le 7 1 of Pert Il of item 18.) 


OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2Dc. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 
While Not While 


at work ‘ot work 


20s. PLACE OF INJURY (Home, farm, | 2Df. (Clty or town) (County) (State) 
fectory, street, office bldg., etc.) | 


Hour 6.m. 


MEDICAL CERTIFICATION 


19 
2. 1 ry that (I) (this hospital) attended the deceased fro: that (1) (we) last 


saw the deceased alive on.ndof. lef v and that death occurred 4. M, from the causes and on the date stated above, 


220. SIGNATURE 22b. DATE 
ATTENDING. ‘SIGNED 


i. 2g L é Ko he as ae " mo. | PHYS. = [ET DIRECTOR oO mis. go = 


22d, ADDRESS 


NAME (Type) ME. Robertson iw yn laiee,  3 5 ae 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


“Murda” | 1-20-65 Blue Ridge Cemetery | Thurmont, Mde Fred. Co_ 


RAL DIRECTOR'S SIGN. ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
S Cogs toner Mae londAN 22 1965 _forordte Necge 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eveat, within 72 hi 


director, page 3 should be detached for use as the burial-transit permit. Then please rer 


NI 


@ 


TO HOSPITAL OR ATTEND 


d hours after death. 


ING PHYSICIAN: The law requires that the death certificate be executed with 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


Page 4 may be retained by the hospital or attending physician. 


papers. Pages 1 and 2 
hin 72 hours after death. 


in 


lease remove 


ransit permit. Then 


director, page 3 should be detached for use as the bur! 


VR A15 (4) 
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cremation, or removal, and in any 


led with the State Dept. of Health prior to burial 


should be fi 


a 


oN 
aes 


S) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


) 
V_ 00466 CERTIFICATE OF DEATH UU463 


1, PLACE OF DI 2. USUAL RESIDENCE (Where deceased lived, if Institution: Residence before admlsslon) 


a. COUNTY ; an) 
ra CORRLL MARYLAND ya Ma 2 COUNTY Be toe rth 


b. CITY OR TOWN (if outside corporate limits, 


BEC ET TR CO ere ©. LENGTH OF STAY IN 1b || c. CITY OR JQWN (If outside corporete limits, write RURAL and give nearest town) 
Leos Fit WwsteR | of hays = we rad 
hosp 


d. NAME-QF HOSPITAL OR INSTITUTION (if not In Ital, glve strees/address) |} d. STREET ADDRESS @. 1S RESIDENCE 
? , ON A FARM? 


v 
arkReLsh (Ba tener L ves] nol 
3. NAME OF First Middle Lest 4, DATE Month Day Year 
DECEASED ‘ OF 
(Type or print) SEL a 7B), FARR: IV tony DEATH ger : Jo 19 6s 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED [-] |/ DATE OP BIRTH 9, AGE (In years |IFUNDER1 YEAR|IF UNDER 24HRS. 
[x Loe IEF last birthday) [Months] Days | Hours | Min. 
/ wivoweD [EZ _ivorceD (] 7 Wh yrs. 
10a, USUAL OCCUPATION (Glve kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or fortign country) | 12. CITIZEN OF WHAT 
during most of working Ijfe, even If retired) INDUSTRY COUNTRY?, 


' a 


13. FATHER*S-NAME ; by | 14, MOTHER'S MAIDEN NAME 


Gf, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSEGURITYNO. | 17. INFORMANT a ‘Address 
hb (own, ‘yes give war or of service, 
oe ELL Bro Fengy Cthemern Hanypctrar L- 
18, CAUSE OF DEATH [Enter only one cause per line for (a), Ke he er Ae 
PART |. DEATH WAS CAUSED BY: r > 3 
pa IMMEDIATE CAUSE irate, caprrell fad» LY . 
Fined DUE TO 
Conditions, If any, which jem Ke An. 


gave rise to Immediate 


fe é. 
cause (a), stating the DUE TO p 4 ro f 
underlying cause last. (©) i Awensl o, : 
PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(a) |19. fi AUTOPSY 


Hour a.m, While Not While factory, street, office bldg., etc.) 


p.m. 19 at work at work 


21. 1 certify that (I) (this hospital) attended the 


saw the deceased alive on. 
22a. SIGNATURE 


ff obad E tee J mo. BRYSROING on Om 0 


22c. PHYSICIAN'S 22d. ADDRESS 
NAME 


z 
i=} 

& i ERFORMED? 

s Ob darn tin, ; 4 eee ves[] No fy 
= rear 

& | 20a. ACCIDENT WAS_UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Pert II of Item 18.) 

& | OR CONTRIBUTING [] CAUSE OF D 

> | (IF EITHER, NOTI EDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home,farm,| 20f. (City or town) (County) (State) 

8 

= 


deceased from 19a", t O 1987 that (I) (we) fast 
194" and that death occurred atZ.’4*“AM, from the causes and on the date stated above. 
22h, DATE SIGNED 


> 10, 1% 


(Type) 


23a. CORAL eo 3b. DATE THEREOF 23¢-~NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cjty, town or county) (State) 
ef 
Duvtarl.. AL NG Drvrettninidl Cael MA. 
24, INERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR] 25b. REGISTRAR’S SIGNATURE 
f ; 2 A 
Loptor Eline %, tend ‘ . oateJ AN 1 4 forks Judge. 


re MARYLAND STATE DEPARTMENT OF HEALTH 
\\ _ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


(e) 


Fs PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I()) 19. CENT 
Al= 
ONS | meee 2 YES et no 
= | 202. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Ent jury in Part MW of itam 18, 
5 | Ob CONTRIBUTING [) CAUSE OF DEATH (Enter nature of Injury in Part f of Part Il of itam 18.) 
© | UF EITHER, NOTIFY MEDICAL EXAMINER) 
z —~ = —_— 
3% | 20c. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
fat Hour a.m, While __Not While factory, street, office bldg., ete.) | 
= ie 9 work at work 


certify that (I} (this hospital) attended the deceased fro’ to. , that (I) 
saw the deceased alive on... > wV9..c.002 Nd that death occurred at: A from the causes and on the dats slated above. 
22a. SIGNATURE 22b. DATE 


= 


ATTENDING, STAFF NED 
Mo, | PHYS. Be (Pays. 1) MW Wag 


22c. PHYSICIAN’S wv 22d. ADDRESS 


NAME (Type M. L._KeBERTS 6 EY Oe Pe ee eA 


23a. BURIAL, CREMATION, 
REMOVAL (Specify) 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eve 


director, page 3 should be detached for use as the burial-transit permit. 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


s a2 00467 CERTIFICATE OF DEATH 046 
é3 3 “ Have 
3 8 2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decaasad lived, If institution: Rasidenca before admission) 
8 3 A SCOUT, ¢. STATE b. COUNTY a 
Bate PP Ro Ld sean LIGEMLLD CAR ioe 
ae | b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporeia fimits, write RURAL and give nearast town) 
a cum 8 writa RURAL and giva <2 town) EPR S XY LEW WIN DS6 R 
£ 985 WM ps: = / My 
z 22 z d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give straet eddrass) d. STREET ADDRESS — . IS, RESIDENCE 
5 } 
@ i LN (PUR ST. __ sno 
2 28s cn reer First ~ ‘Middle ~ tet | 4. DATE Month Day Yor on 
a r OF 
gE (Type or print) Do RA s Shing. peaTH J // 13 9oS7 
8 ye 5. SEX 6: COLOR OR RACE|7_ MARRIED [] NEVER MARRIED 8. DATE OF BIRTH aes PALS A Ls aS 
E> | WwW woow[} ovoreon | SAA 3/- JV F/ £3 a ced oe . 
8 a Wa. USUAL OCCUPATION (Giva kind of work 1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foreign country) — 12. CITIZEN OF WHAT COUNTRY? 
= § done during most of working tifa, even if ratired) > 
get M.Rtls b BULLER CHD RYLPWD YS IP 
3 3 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
ae UN ANOW N TE eee 
£ es ie WAS. aa eey ie INU. AEM, FORGES? , 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
oe i fas, no, of unkown) yas giva ‘or dates ofsarvice) 
2 Vo NONE \KELENA WELLER EW WINDSOR Ab 
3 SAUSE OF 1 salt [Entar onty one eause per lina for {e), (b), and (c).) | INTERVAL SETW£tN 
= PART |. DEATH WAS CAUSED BY; - . 
3 Pate IMMEDIATE CAUSE (a) ZA a "2 ann 
= ] } DUE TO 
2 Conditions, if any, which (b) 
2 Jovn title tm eater cai : = 
= , stating the underlying alse) 
: 
a 
E 
1] 
3 
g 
2] 
H 
H 
J 
rr 
fo) 
z 
H 
Ee 
i 
n 
ce} 
a 
fo} 
ial 


23b. DATE THEREOF Bi NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town or county) (State) 
TENE -1965\ WINTERS. ew Witte st GAD 
24 FUNERAL DIRECTOR’S SIGNATURE eS ADDRESS . 5a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Kobe “Lhe udhas YAN 15 Lraybg 
L ys) Merde v Sees WD lade (eZ DATE 


YR AIS (4! 
20M 5-63\. 


£1 


wget STATE 
HEALTH DEP 


sO 
res es 
oo Qo 
gezp Eo 
See EP 
ste su 
S20 of 
hen a 
SS a 
ae ss 
2° S53 
Saye ee 
Sg 2 
2, 
5Ne 6 
sie 3 
ats = 
es. 
225 28 
sat S58 
25m Ta 
S3s 35 
eis Be 
Se 
sEo 
#22 22 
ee = 
aco = 
2-9 #8 
S2s £2 
=Sc se 
Ss 
Se #5 
ese 
gu se 
2S 22 
cD: awe 
2 $8 
pie BE 
2 Ss 
s eed 
os 
3 sé 
S22 34 
gee 32 
= as 
Ba 
Bar 
But 


ecute the certificate, writing the word “pen 


TO DEPUTY . This ce’ 


should be forwarded to the Chlef Medica 


director. Page 4 
retained for your files. 

TO FUNERAL DIRECTOR: Page 3 shi 
of Health or its designated agen 


please ex 


VR A1SME 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH i 
1. Bas OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
Carroll Pe * SINE sftary land =. ” °° easel 
b. CITY OR TOWN (if outside Sorpprate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) - y 
Manchester | en rg Hampstead 


@. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 0. TS RESIDENCE 
Maple Grove Road | ves] nove 

3. NAME OF First Middle Last 4. DATE Month Day Year 

DECEASED OF 

(Type or print) ote DEATH January 2D 19 65 
5. SEX 6: GOLOR OR RACE | 7. maRRicD PR] NEVER MARRIED [-]| & DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR IF UNDER 24 HRS. 

5 z "Bs | last birthday) Months] Days | Hours | Min. 
Male White wipoweo [[] —_bivoRcED[-] LAY —170 S6a . 


yrs. 
or forelgn country) 


11. BIRTHPLACE (State ry) 
Nott, Aus toccee 


14. “MOTHER'S MAIDEN NA Z 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 
during most of wofRing fe, even If retired) es USTRY 
. id LU ¢ a { 
13,_FATHER’S NAME 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) 7 6 give war or dates of service d tax A bunt, } 
p et 
e5 t 09-250-77. Th Regece , 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] a 
PaRT |. DEATH Was causen oY.) Multiple Gunshot Wounds of Chest, Abdomen and 


a cal X mmm Neck. 
Conditions, lf any, which 0). 
gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last, (c). 


12. CITIZEN OF WHAT 
COU) ? 


& | PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHETERMINAL DISEASE CONDITION GIVEN INPART 1(@) 19. WAS AUTOPSY 
3 yes (X] nof] 
i 20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part T or Part IT of Item 18.) 

& | PRIMARY 6 or CONTRIBUTING (] “ 

| CAUSE OF DEATH. Shot during altercation. 

3 20c. TIME OF INJURY Month, Di 20d. INJURY OCCURRED One PLACE Ge (Pega one far 20f. (City or town) (County) (State) 
2 factory, street, office C., 

g Hour WHS 1/20 465 | While, Not white House Manchester Carroll Md. 


21. 1 certify that | took charge of the remai cribed above, held an Autopsy fx], Inspection {_], Inquiry [-], and in my opinion 
death resulted from: Natural causes [_],// Agtident [], Suicide [_], _Homiclde [XJ], Undetermined manner [_] 


CHIEF MEDICAL EXAMINER [_] 
STGNATUR mip, ASSISTANT MEDICAL EXAMINER [X] 22. DATE SIGNED 
DEPUTY MEDICAL EXAMINER [_] 1/21/65 
Mame None) Charles S. Pett M.D. Address (Street, city, town, or county) 


. DATE THEREOF ic. NAME OF CEMETERY OR CREMAJORY 


OTT REMOVAL spac) 
city, . on 
ae ABO 
. NEBAL ee: 


25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


vate JAN 2 6 LAZO LI Outage 


dk 


filled in by the funeral : 


apers. Pages 1 an 


in 


~ 


pi 


transit permit. Then please remove, 


ificate has been signed by the attending physician and co 


TO HOSPITAL @... PHYSICIAN: The law requires that the death certificate be executed within @. after death. 
Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 


VR A15 (4) 
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72 hours after déa 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


C0469 CERTIFICATE OF DEATH 5046 
1. WEE item 2-Fiimr 4 6 


a. COUNTY 


TUSUAE Reo: OA GE AWherd Webeased lived, 1f Institutions Restdence before wighson 
a. STATE b. COUNTY 


Maryland. Team say. 
¢. CITY OR TOWN (If odtside corporate limits, write RURAL and give nearest town) 


Crrkol! MARYLAND 


b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b 
write RURAL and give nearest town) 


- esville oes. Gone, AE é Washington Grove 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || ¢. STREET ADDRESS , | 6. aa seaine 
, 


\ Wewetielt Grate 4ospifal < ves] no Pd 


3. NAME OF First Middle Last 4. DATE Month Day Year 


4 


DECEASED 3 * 4 
(ype or print) Edili Sy bila Cede DEATH f= 23 WSS 
3. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [pQ] | & DATE OF BIRT 9. AGE (In years /IF UNDER 1 YEAR|IF UNDER 24 HRS, 
“. = last birthday) (Months | Days | Hours | Min. 
Female _| Waite | wow] _oworcet) Vigee oy. | | | 


10a. USUAL OCCUPATION (Give kind of work done 11. BIRTHPLACE (Cdunty & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY’ 


| Housekeeper Ses ae USB. 


13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 


Josepy GWedue Sanna Eten bern  Geeeve 


10b. KIND OF BUSINESS OR 
INDUSTRY 


15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) s . a 
Ma inGFiel/ Hosp. Reeords Me 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 m INTERVAL ayeay 
PART |. DEATH WAS CAUSED BY: =~" : omic. ¢ IS Pele Ay 
IMMEDIATE CAUSE (a). > “2 


7 
4.2 a / DUE TO 
Conditions, If any, which ) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. {c) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TOTHETERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
ah j el ‘ with Cerebral, PERFORMED? 
B.S. pssoeinlad weulatar bance ERIOSCHEROSIS. ves [] No 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part 11 of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(HF EITHER, NOTH JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 
While Not while factory, street, office bidg., etc.) 
19 at work at work L} 


p.m. 
21. I certify that (I) (this hospital) attended the deceased from_____.2- 27, 194°, to___/-22 , 19657 that (I) (we) last 


saw the deceased alive of 4 = 29 19 G3" and that death occurred at Y2™, from the causes and on the date stated above. 
Wa, SIGNATURE 2b, DATE SIGNED 


Jens se ce A ee Bl 7-25-65 
22. MORES GapyyG Field STATE HOSP. 
| SYKESVIME Lith 


23d. LOCATION (City, town or county) (State) 
lps hingt: L.4 
106 Tete RE 
"D BY REGISTRAI . RE AR'S. SIGNATURE 


meFEB 1 1965 fo oreey Yucge 


20f. (Clty or town) (County) State) 


MEDICAL CERTIFICATION 


22c. PHYSICIAN'S 


meme BEC we FA! 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
s 


~ 


mpletely filled in by the funeral 
apers. Pages 1 and 2 sl 
jn 72 hours after death. 


quires that the death certificate be executed within 24 hours after 


coo 
b eae 
BE > 
22s 
ao 
2c 
aa '~ 
S22 
Hee 
E8a 
a= 2 
oo 
E£& 
ce oa 
Bre 
Bess 
a ae 
Pens 
62.9 
aage 
av’ oa 
cE 
9852 
so29 
68 
ae 
oo 
Bs 


\ 


=... 


death. Page 4 may be retained by the hos; 
director, page 3 should be detached for use as the bur 
be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 
TO FUNERAL DIRECTOR: After this ce 


VR AIS (4) 
20M S-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00470 CERTIFICATE OF DEATH O0462 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Whare dacaasad livad, If institution: Rasidence bafore edmission) 
a. COUNTY o. STATE b. COUNTY 
CARR eLL . MARYLAND _ -~ : 
b. CITY OR TOWN [if outside corporata limits, ¢. LENGTH OF STAYIN 1b || ¢, CITY OR TOWN (if oulsida corporata limits, ‘and give naarast town) 
writa RURAL end giva naarest town) A 
IAGVY Main ST. Ya wthest  AAYs Hawcver , PA. 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva streat address) d. STREET ADDRESS = = _ e. 1S Luke 
ON 
view MURSing Home §2, Caglisle St- _| vs 1) No fF 
ie eas ae x “Middle last ] 4. DATE Month “Day ‘Year 
DECEASED OF < 
(Typa or print) Wn a ey BR. Gc em mikk DEATH t 46 1968 
5. SEK «8, COLOR OR RACE|7, arid D [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yaars |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


last birthday) 


Ww wivowep [ij —_ivorcen ["] FL vs. 
10a. USUAL OCCUPATION (Giva kind of work | ¥0b. KIND OF BUSINESS OR INDUSTRY | 1I. BIRTHPLACE (County & State, or foreign country) 
dona during most of working life, aven if retirad) 


Heuse wife yale Counk, PA. 
13, FATHER'SNAME Se 7 14. MOTHER'S MAIDEN NAME << ie 
Benamu GB: Frawk Eliza berth Resingen 
m WAS Bae, ahs IN U.S eis) FORCES? 17, INFORMANT . Address Wi eTs Pa 
fas, no, or unkown] yasgi rar or datas of sarvica) 
NO Mrs, MARGART S owes savcubsh dt 


INTERVAL SETWEEN 
ONSET AND DEATH 


Months | Days 


July 4, R72 


Hours Min. 


42, CITIZEN OF WHAT COUNTRY? 


U.sA 


16. SOCIAL SECURITY NO. 
Mo ve 
18, CAUSE OF DEATH (Enter only one couse per lina lor (a), (b), and (e).] 


SAO nine telat. Comceloe Varentuy |e a 
f f DUE TO pve tp tk 


Conditions, if any, which (b)_ 
gave risa to immadiata causa 

{e), stating tha undarlying poere, 
causa last, (e} 


Zz PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)]| 19. WAS AUTORSY 
5 Seay! ves [JNO [db 
& | 20a. ACCIDENT WAS UNDEMYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. {Entar naturaAl injury in Past | or Part Il of item 18.) ‘ 
& | OR CONTRIBUTING [] CAUSHOF DEATH 
G |{IF EITHER, NOTIFY MEDICAL EXAMINER) 
ei = —— 
S | 20. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm, } 20f. (City or town) {County} (Steta} 
= tidan eine While __Not While factory, streat, offica bldg., ate.) | 
= p.m, 9 at work at work 
. I certify that (I) (this hospital) atlended the deceased from a Aarne TOL Met LE. IWOD, that (1) (we) last 


saw the deceased alive on.. Moon. Lb... 


earn: < it ae STAFF ae es 
= 14) fy ti otek Mp, | PHYS. pecror [C] Puvs. Poe Bt bal ho 3 
MEOW A Foard “on 2. [Op heck 


23b. DATE TH 3 23¢, NAME OF CEMETERY OR CREMATORY 
iB 


er hindl ye 


24 FUNERAL CL, R'S SIGNATUR} me ADDRESS 2 Va 
aa [ee Vie LE << Md. 


oa 19s, and thal death occurred 330. .M, from the causes and on the date slated above, 


23a, BURIAL, CREMATION, 
Lc aeare (Specify) 


25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


vate {AN 


* 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A1S ( 
15M 4-64 


— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


ES 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
ares a. COUNTY a. STATE, b. COUNTY 

- . : 
73 Garroll — MARYLAND Mary. and Carroll 
gs b. CITY OR TOWN (if outside sorperatas limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Iimits, write RURAL and give nearest town 
2 2 write RURAL and give nearest town: , 

3 , 1 Week Rural ___ Liberty Road Sykesville _ 
on d. NAME DF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. te is 
en, 

Bale X Carroll County General Hospital l/____—Biberty Road ves fel_nof] 
5: 3. NAME OF First Middie Last 4. DATE Month Day Year 
r= DECEASED OF 


{Type or print) Raymond Gist DEATH 19 
5. SEX 5. COLOR OR RACE ) 7, MARRIED [5q NEVER MARRIED [] | 8 DATE OF BIRTH . AGE (In years ae at TFUNDER 24 ARS. 


S ae birthday) Months | Days | Hours | Min. 
Es Hal e White WIDOWED ["] pworceo{]| Se Ds 22. yrs. 
“5 10a. USUAL OCCUPATION reine ofworkdone| 10b. KIND DF BUSINESS OR i ns mas & State, or O25 country) | 12. CITIZEN OF WHAT 
ge during most of working life, even If retired) INDUSTRY COUNTRY? 
as Mechanic Retired Auto. Maryland USA 
8 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
oo 
Fe Lia ACE Nor ime pee 2 ee st 
RS a 15. WAS DEC EASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
es (Yes, no, of unkown) | (If yes give war or dates of service) 
so No seman s Me 
Led 
bec] 
= 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).9 INTERVAL BETWEEN 
is PART |. DEATH WAS CAUSED BY: ay aaa RED ed hapa es 
S eae IMMEDIATE CAUSE (a). 
3S 3IAX DUE TO 
Conditions, If any, which (b). 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (©). 
PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART l(a) |19. Ba ne: 
Oo YES a NO [ej 


20a. ACCIDENT WAS UNDERLYING Az] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part Il of Item 18.) 
DR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, 
While Not While factory, street, office bidg., etc.) 
19 at work at work oO 


21.1 certify that (I) (this hospital) attended the deceased from So 19S, 26, 19 65, that (0) (we) last 
saw the deceased alive ae and that death occurred at LEM, ffom the causes ine on he ite stated above. 


2a. SIGN ig DATE SIGNED 
ATTENDING STAFF 
wp. PHYS. SP] Binector C] pays. C1 o re Jose 


22c. “ih a Jo ee S$. “s, LS HEY, Y, Wd. ig ADDRESS dt. Wi -Z Fy nd 


23a. REMOVA od 23D. 25 THEREOF 23c. NAME oe CEMETERY OR GREMATORY 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires that the death certificate be executed within : hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physic 


oh 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


m CO4L72 CERTIFICATE OF DEATH 00469 
= i. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlssfon) 
£83 a coun un a, STATE b, COUNTY 
258 arro MARYLAND faryland Baltimore Cit: 
as b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
Bee write RURAL and give nearest town) 
eS Sykesville l3yrs.9mos.2hdys. Baltimore 200/. 
ain d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, give street address) |! d. STREET ADDRESS 0. TS RESIDENCE 
= sy o 2 
Efe 2 Springfield State Hospital 516 W. Fayette Street ves] no] 
Sse 3. NAME OF First Middle Last 4, DATE Month Day Year 
oo DECEASED OF 
S Se (Type or print) SILAS EDWARD GREEN DEATH January 21 19 65 
* 5. SEX 5. COLOR OR RACE | 7, waRRIED [-] NEVER MARRIED[] | & DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR]IF UNDER 24HRS, 
Jast birthday) (Months } Days | Hours | Min. 
Male White WIDOWED %] pivorced[~]| 6-21~188), La 
10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Aol qe of working life, even if retired) INDUSTRY COUNTRY? 
shwasher Maryland U.S.A . 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John Henry Green Elizabeth Jane Barrett 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) F ic 
No 217-20-7850 |Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per Ilne for (a), (b), and (c).7 (ile Sa 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


Bey y 
a4 DUE TO 
Conditions, if any. which 


gave rise to Immediate 0 Generalized arteria selerssis 


cause (a), stating the DUE TO 
underlying cause last. ©) 


Zi 


fl PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a)  {19. PN edd 
i ——-— > 
slay ho skcves L) No [ar 
= 20a. ACCIDENT WAS UNDERLYING [a] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert | or Part Fl offtem 18.) 
& | OR CONTRIBUTING (| CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
z 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 2De. PLACE DF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
= Hour a.m. factory, street, office bidg., etc.) 
8 ae while Not While 
= p.m. 19 at work[_] at work 


21. | certify that (1) (this Ms the deceased fro 19___, that (1) (we) last 


saw the deceased alive on. 19____, and that death occurred at=*AM, from the causes and on the date stated above. 
22a, SIGNATURE 22. DATE SIGNED 


weet J, see Ke wo, STB" Mon) HAF el 1-21-65 
225. PHYSICIAN'S [ apResSpringfield State Hospital 


director, page 3 should be detached for use as the burial-transit permit. Then pleas 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


| Edward J. Mathews, M. D. Sykesville, Maryland 
2a. BURIAL, CREMATIDN,| 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
BeNeY asec) | 1-23-65 Loudon Park Cemetery | Baltimore 
24, FUNERAL DIRECTOR ADDRESS. ltt 2 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
. . . treet,Baltimore | 
m.Cook,Inc., 1217 St.Paul Street, BATE JAN 25 104s. Wlunvho,, Gauze 
a C 


‘~ 


JO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


ot 


papers. Pages 1 and 


ind oy filled in by the funeral 
jon 


emove car! 


mit. Then please ri 


er 
f Health prior to burial, craron or removal, anéfh any event, within 72 hours after deat 


director, page 3 should be detached for use as the burial-transit 


Page 4 may be retained by the hospital or attending physician. 
should be filed with the State Dept. of 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phy 


VR AI5 (4) ( 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00473 CERTIFICATE OF DEATH 004270 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
errene® a, STATE b. Se 
Carroll MARYLAND Maryland arroll 
b. CITY OR TOWN (If outside cor, rae Imits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Ilmits, write RURAL and give nearest town) 
write RURAL and give nearest town’ z " 
Westminster 50 yrs », (Westminster 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
r 2 , ON A FARM? 
(.§|_Garroll County General Hospital | 56 Madison Street ves} nok] 
3. NAME OF First Middle Last 4. DATE Month Day ‘Year 
(Type or print) MOLLIE CATHERINE GREENHOLTZ aa VA VES 
5, SEX 6. COLOR OR RACE [7 MARRIED [-] NEVER MARRIED[] | ® DATE OF BIRTH AGE (In years | FUNDER 1 YEAR IF UNDER 24 HRS, 
f : ri day) Months | Days | Hours | Min. 
emale white WIDOWED [X] Divorced ]|Sept. 21, 1687 yrs. 
10a, USUAL OCCUPATION (Give Kind ofworkdone| 10D. KIND OF BUSINESS OR 11. BIRTHPLACE (County & a or _ country) | 12. CITIZEN OF WHAT 
during most of working life, even Jf retired) 5 DUSTRY COURIER 
ousewlie wor in canning factor} Carroll Co., Maryland eo.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Amos Sentz Mary E. Barnes 
Ha a DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITYNO. | 17. INFORMANT ae = 
a or dates of service, 
a=s % 12-12-2608 | Mrs. J. Lee Nusbaum A Madison St. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: a : : By Be, 
. IMMEDIATE CAUSE (2) Creedpine NReeestr IMS THAW 


7 AOE DUE TO EP 
aed If any, which 0) VO RTE LEA oSe.éeoTI2 Hepner Dis yas€. VER St 


gave rise to Immediate 

cause (a), stating the { DUE TO 
underiying cause last. (() a i a ee ee ee ee ee. eet Se 
PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 


19. Bes AUTOPSY 
ERFORMED? 


Seren uous Crzeiwompe OF. Ri¢ua Beses ves FJ No fe} 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of item 18.) 


OR CONTRIBUTING (7) CAUSE OF DEATH 
(iF EITHER, NOTII EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 
Hour a.m. 


While — Not While factory, street, office bidg., etc.) 
Aus 19 at work] at work (1) 


21. | certify that (1) (this hospital ayy deceased from A 19.37 that (I) (we) last 
saw the deceased alive on 192 and that death occurred at , from the causes and on the date stated above. 


22, DATE SIG} 
NDIN MED. STAFF =$ 
a 2 Faas s mo. pave NS “Bineotor C] PHYS, ol ae es 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


22c. PHYSICIAN’S 


22d. ADDRESS 
E (Type) 


23a. BURIAL, CREMATION, 
REMOVAL {precy 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
1/12/65 | Meadow Branch Cemete a WeSéminster RD, Maryland 


24, FUNERAL DIRECTOR ADDRESS a 25a. REC'D BY REGISTRAR 25b. eae 


that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires 


Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ok 
ay 
< 
ml 
. 


poe OO4L74 CERTIFICATE OF DEATH 
22 3 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
eau a. COUNTY a. STATE b, COUNTY 7. 
278 Carroll MARYLAND Marviand 
bel b. CITY OR TOWN (if outside eerporete, limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
= 22 write RURAL and give nearest town) | 
£3 |_ Sykesville yrs e2MOS « . _Baltimore 
3 Sa d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. pale 
=a! 
f a75 Springfield State Hospital 1329 Park Ave. vesE] wo 
3 SS 3. NAME OF First Middle Last 4, DATE Month Day Year 
3a DECEASED DF 
age (Type or print) LILLIAN MAY GRISCOM DEATH January 28 19 65 
g sf 5. SEX 6. COLOR OR RACE | 7, MARRIED |] NEVER MARRIED B. DATE OF BIRTH 9. AGE Ayes TFUNDER 1 VEAR|IF UNDER 24 HRS, 
rf * Months | Days | Hou Min. 
Eee Female White WIDOWED [~] pivorceo[]| 2-5-1895 eo aae ies ? “alte 
es 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR ‘11, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
g es during most of working life, even If retired) INDUSTRY x COUNTRY? 
Boe Teacher Friends School Pennsylvania U.S.A. 
£°g 13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
ef Charles Edward Griscom Emma Brandt 
15. WAS DECEASED EVER IN U.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No Unk. Records, Springfield State Hospital 
1B, CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: 7 SEAN eae 
/ IMMEDIATE CAUSE (a)_Bronchogenic carcinoma of right lung —mnonths 
/ < DUE TO 
Conditions, if any, which o)_Bilateral bronchopneumonia es ht ee et 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (o). 


PART |]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) ik Bay AUTOPSY 


Ns 


MEDICAL CERTIFICATION 


Schizophrenic reaction, paranoid type NOT 


yes FX} NO) 
20a. ACCIDENT WAS UNDERLYING ia 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
p.m. 


( 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 1B.) 


20d. INJURY OCCURRED 


while Not While 
at work (_] at work 


206, PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 


19 


After this certificate has been signed by the attendin 
should be detached for use as the burial-transit permit. Then 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 


» 21. | certify that (1) (this hospital) attended the deceased from 19 , 19___, that (1) (we) last 
S saw the deceased alive chloe “a. 409 and that death occurred aE DO ap. ‘om the causes and on the date stated above. 
Sa 22a, SIGNAT! i. DATE SIGNED 

i = 

S& Uy. brew in. PHYS?) Biatotor ee & ata) 

aes; 228, PHYSICIAN'S 3 22d. ADDRESSS prj. 7 State Hospital 

ge / Nave (Ye «= Antonius Gtahn, M. D. bn deeper ? 

2s 2a. BURIAL CREMATION, 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 

e BUPA EE ‘pect 1-30-65 | Springhill Cemetery Easton,Maryland 


24. FUNERAL DIRECTOR ADDRESS 
VR A15 (4) m.Cook,Inc., 1217 St.Paul Street,Baltimore 


15M 4-64 


25a, REC'D BY REGISTRAR] 25D, REGISTRAR’S SIGNATURE 
pare FEB 2 ‘de fHovbey uudge. 
7 


\ 


that the death certificate be executed within e. after death. 


ing physician. 


TO HOSPITAL ¢ D onc PHYSICIAN: 


VR ALS (4) 
15M 4-64 


The law requires 


Page 4 may be retained by the hospital or attendi 


MARYLAND STATE DEPARTMENT OF HEALTH 


HAS te) OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, vive D 
ayi)| 00475 CERTIFICATE OF DEATH (j 
XS 
e 1. PLAGE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
c= inbed ener a. STATE b.COUNTY | i 
£22 Carroll _ MARYLAND Maryland Baltimore City 
a Zo b. CITY OR TOWN (If outside sorporats limits, ¢, LENGTH OF STAY IN 1b || c. CITY DR TOWN (if outside corporate limits, write RURAL and give nearest town) 
Bs 4 ‘oe RURAL tie nearest town) 6 / J 
£.8 sville h days Baltimore 2oOt- 4 
ze a NAME OF HOSPITAL OR INSTITUTION (If not In hospital, ner address) || d. STREET ADDRESS 6. 1S RESIDENCE 
2a 
eas 1S) Springfield State Hospital 1539 Abbottston Street ves] no{t 
SES 3. RAME OF First Middle Last 4. DATE Month Day “Year 
as 
s (Type or print) DURWARD _ JACKSON HALLMARK DEATH January 18 19 65 
= 5. SEX 5. COLOR OR RACE 17, MARRIED [3q NEVER MARRIED[] | 8 DATE OF BIRTH 9. AGE (ih years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
se =< last birthday) ae Days | Hours | Min, 
= Male White wiboweD [7] Divorced {7} | 12-25-09 yrs. 
soft 10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND DF BUSINESS OR TL. BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
s Pae during most of working life, even If retired) INDUSTRY COUNTRY? 
288 i nic/truck driver Alabama U.S.As 
= se 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
ae 
fea Alvin Samuel Hallmark Isabelle Jackson 
ae = 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
£e Ss (Yes, no, or unkown) | (I fyes yive war or dates of service) 2 ~ 7 
“es 4 5 )17-05-S17h) Records, Springfield State Hospital 
S35 18. CAUSE DF DEATH [Enter only one cause per line for (a), (), and (c).] INTERVAL ial 
Bae PART |. DEATH WAS CAUSED BY: ¥ bf Noa 
=Es if f= IMMEDIATE GAUSE (a). Days —___ 
Sa 7 , 
ass / ~~ is DUE TO 
@55 Conditions, If any, which Hypertensive cardiovasc disease Years 
eae gave rise. to Immediate DUE Bi seular dl AS 
ee oe cause (a), stating the 
o ee ‘a underlying cause last. {c) . 
23 3 & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART (a) 19. WAS AUTOPSY 
28 ale 
Bee Df8| Alcoholism (addiction) ves xj No (J 
sez i= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
Bus | OR CONTRIBUTING [} CAUSE OF DEATI 
S22 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2838 = |20c. TIME OF INJURY Month, Day, Vear | 20d. INJURY OCCURRED 208; FIACE OF INTURY (ome, farm, 20F. (Clty or town) (County) (State) 

ca a Hour am. While. Not While ‘actory, Street, office bidg., etc.; 
S28 g Bus 19 at work{_] at work 1 
£25 
es £ 21. | certify that (1) (this hospital) attended the deceased from__L= ty to. , 19___, that (1) (we) last 
ees saw the deceased alive b a1ob= 19__.4, and that death occurred at ——""M, fi Causes and on the date stated above. 
nears 22a. SIGNATURE = | 22b. DATE SIGNED 
Los ATTENDING MED. STAFF 
oes mo. PHYS. _(]_birector {_]_PHys. -6 
ae 220. PHYSICIAN'S ~~ 22d. ADDRESS SpringTie ospita 

~2 s * > 
Bes | NAME (132) Octavio A. Ruiz, M.D. | a 

pe 
2 £3 232. BURIAL CREMATION 230. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ‘Gtate) 
ove iP ‘ A 
¥y __ BURIAL 1-22-65 Baltimore National Baltimore 

2a, FUNERAL DIRECTOR 2 ADDRESS 


m.C%ok,Inc., 1217 St.Paul Street Baltimore 
£ + 


25a, REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
oad AN 2 0 i964 fpelonlss Juecegre’ 


\ 


ficate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove c: 


£ Ns 
so =) 

3 ay 

uo am 

% 

& 232 
2 

= 85 
=) 

@ 2g 

5 

3 ZS 

gn 
3 

an 

as 


I or attending physician. 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 


Page 4 may be retained by the hos, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within “ h 
TO FUNERAL DIRECTOR: After this certi 


YR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ee © 
09476 CERTIFICATE OF DEATH 00473 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissjon) 
a. CDUNTY a. STATE b. CDUNTY 
Carroll MARYLAND Maryland Washington sony g 
b, CITY DR TOWN (If outside corporate limits, ¢. LENGTH DF STAY IN 1b || c. CITY DR TDWN (/f outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) 


Sykesville 3 YES. Funkstown tf Zz 
d, NAME DF HDSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. Se 
Springfield State Hospital Old Claggett's Mil) R veshel_ wo] 
3. oe First Middle Last 4, Te Month Day Year 
(Type or print) GEORGE BOYER HOCKMAN DEATH Ji anuary 1 19 65 
5. SEX 6. COLOR DR RACE | 7, warRieD [sq NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years |IFUNDER 1 YEAR|IF UNDER 24 HRS, 
x Fl oO rae birthday) (Months | Days ) Hours | Min. 
Male White WIDDWED [7} pivorced [] | 4-29-1898 oy 
10a. USUAL DCCUPATIDN (Give kind of workdone| 10D. KIND OF BUSINESS DR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
during most of working life, even If retired) COUNTRY? 
Dairy Farmer QUA FAKE Maryland U.S.A 
13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 
Samuel M. Hockman Clara Mae Boyer 
15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SDCIALSECURITYND. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) P z P 
WoW. T None Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).7 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Dip eee DEATH 
‘ IMMEDIATE CAUSE (a). i rears 
426-0 DUE 1D 
Conditions, If any, which years 
gave rise to Immediate ®) 
cause (a), stating the DUE TD 
underlying cause last. (c). 
& | PARTII DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NDT RELATED TD THE TERMINAL DISEASE CDNDITIONGIVEN INPART 1(@)  |19. WAS AUTOPSY 
iS a 
é ves Fe} ND [] 
= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
& | DR CDNTRIBUTING [) CAUSE DF DI 
© | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 20e. PLACE DF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour am. While Not While factory, street, office bidg., etc.) 
= p.m. 19 at work O at work 
21. | certify that (1) (this hospital @ att led the ibe from toj—1-65——,, 19___, that (I) (we) last 
set the deceased alive o )___, and that death occurred a , from the causes and on the date stated above. 
SIGNAT| | 22b, DATE SIGNED 
ATTENDING MED. STAFF xg 
1 a ee, An Se ()_bikector C)_Puvs. 
22c, PHYSICIAN'S 22d. ADDRESS Springfield State ospital 
8) Antonius Glahn, Af.D. : 
23a,COURAH Cr Cava CRENATION, ie 23d, DATE THEREDF | 23c. NAME DF CEMETERY OR CREMATORY | 23d. LOCATION (Clty, town or county) tate) 
specify) = j ‘ 
WL DA 6S Z 
25d. REGISTRAR’S SIGNATOR 


[tortie Joape 


24. FUNERAL DIRECTDR "ADDRESS a. REC'D BY REGISTRA! 
a Perea Zig HAN 6165 


The law requires that the death certificate be executed within 24 hours after 
Then please remove 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician agé 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any even 


director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


< 
a 
> 
a 
= 


20M 5-63 \ 


| |). PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased lived 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00477 CERTIFICATE OF DEATH 00474 


institution: Residence before admission) 


a. COUNT 


: TE : rT / 
C14 22 bh bn MARYLAND PTRRVLAN BRO be a a 
B. CITY OR TOWN [if outside corporate limits, ¢, LENGTH OF STAY IN 1b <CITY OR TOWN (if LAND ‘corporate limMlss-write RURAL and give nearest town) 
writeRJRAL and give nearest io 4 
fz { (pA ALL. ie 
ats ~@. 1S RESIDENCE 


ea, LIFETIME 
d. NAME Feb fe NSTITUTION {if not in hospital, = street address) d. KE 


| ON A FARM? 
ek : Bu ‘Qe VEAL ves No 
3. NAME OF , TT ae a= Middle — cs  G& | 4, DATE Month Day Yer 
DECEASED OF 
timer) Keistie Yooune Hove f& pen AN 14 19 6S 
5, SEX 6. COLOR OR RACE) 7, saRRIED [—] NEVER MARRIED rd 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
r last birthday) |"Months) Da | Hours Min, 
Ww wipowep [-] DivorceD [7] Oct 3 ip 1 qG4 yrs. om male 


Wa. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


None 


13. FATHER’S NAME 


nN re {County & or or Sew country) 


10b. KIND OF BUSINESS OR INDUSTRY Be citize oF WHAT COUNTRY? 
NONE Ste clea OA CMAs bath | us. A, 
14, MOTHER'S MAIDEN NAME 


FAKE, eA wey, ae Es Ea ale “eles 2 a 


» ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, kown) 
Ne 


{lfyes give warprdatesof service) = 7 
18. CAUSE OF DEATH Vo ‘one eause per line for (a), (bj, and al Heovek ola EymM Ae, Mays fine 


TERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: re ee Qibe 4a. 
‘4 IMMEDIATE CAUSE (a) = a3 = 
. DUE TO 
Conditions, if any, which (b) . —— 
gave rise to immediate cause ™ i, 


fa), stating the und 0 DUE TO | 
cause last, a {o) 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WAS AUTOPSY 
= 
. YES o NO 
= | 20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c. TIME OF INJURY Menth, Day, Year| 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,» 20f. (Cily or town) (County) (State) 
S iiour Nhe. While __Not While factory, street, office bldg., etc.) | 
*L nin 19 at work at work 1 
. | certify that (I) (this hospital) attended the deceased from. OC¥—..8.1..... wey yen to. pam..k hn aie » 9s that (I) (we) last 
saw the deceased alive On GRAAL. A 19k. &,, and that death occurred aa A TM, from the causes and on the date stated above. 
22a, SIGNATURE 22b, DATE 


ales PUL Lane mo, [PHYS PR OwEcron Pars: a 
226. Rs wW Q2d. ADDRE lows Te an 
ChHeR\es Ra TelgaAaaaess = 9 sees TAA ee 


BURIAL, CREMATION, | 23b. DATE pe ae OF-CHMETERY OR CREM: county) JA 
1 


= 1b ELE ynry 7. 


pty a ; os ; 3 iad iN ott 5 f= 's Fes Yinage 


FOR STATE 


essary, 
funeral 
5 may be 


rtificate should be executed wi 


TO DEPUTY MEI 


in 24 hours after death. If any m } 


. This ce 


and 3 to the 


Item 18. Give Pages 1, 2, 


” in penci 


ficate, writing 


please execute the certi 


director. Page 


VR ALSME 


ffice along with form PM3. Page 


the word penaines 


4 should be forwarded to the Chief Medical Examiner's 0 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 sh 


1 


ould be used as a burial-transit permit. File pages 1 and 2 


t, prior to burial, cremation, or removal, 


3500 4-6 


nd in any event 


of Health or its designated agen 


4 


, MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, manna 5 


5 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
1. CE en 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before 5 Mey 
ZY Te a. STATE b. COUNTY 
MARYLAND MARY LAWD 


b. CITY OR TOWN (if outside cor Gee limits, ¢, LENGTH OF STAY IN 1b || c. CITY DR TOWN (If outside corporate limits, write RURAL end give neerest town) 


Sue RURAL and give nearest town) 


SVALCE, LCYRK. Kr Cyt. 2a 

ay Ke aa eG OR INSTITUTION (If not in hospital, give re eddress) || d. Bo Tim 2 f & we : 8. EH etlaie § 
Sphere AlELp SmrTe tsarer || 2305 Baws Ave. ves] nod 

,3. NAME DE First Middle Lest 4, DATE Month Dey Yeer 


DECEASED " DF — 
ees wi’ SAAC Hubert [oan dane yo Woe 
5. SEX 6. COLOR OF RACE |7. maRRIED [] NEVER MARRIED [Ff | 8. DATE OF BIRTH 9. AGE (In years | 1F ONDER Dor | Here | 


us _ Jest birt 4 Montieiabays | 
mace | white | woownl) pivorceo]| 4 - A/— S91 7 Meee | Peel le 
1Da. USUAL OCCUPATIDN (Give kind of work je < 
30a, USUAL OCCUPATIDN lve kind work done 10b. KIND OF BUSINESS OR | Ti, BIRTHPLACE Gtete “ foreign ali 12. GUTIZEN OF WHAT 
MARY LAN 2 So4 
THES RADE NAME 
JOHN 5S, HoReer Saray m, MARKOWIT & 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. | 17, INFDRMART Address 
(Yes, no, or unkown) | (Ifyes pive war or dates of service) 
‘Records Fiecn STaTe Noe A tee. 


18. CAUSE DF DEATH [Enter only one cause per line for (g), (b), end (c).] 


INTERVAL BETWEEN 
PART J. DEATH WAS CAUSED BY: ONSET AND DEATH 
yf / IMMEDIATE CAUSE (a). 


DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. 


(c) 
PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(8) 


Hour factory, street, office bidg., et 


While Not sa 
et work [| at work 


21. | certify that | took charge pf the remains ad above, held an Autopsy [_], Pie Inquiry [_}, and in my opinion 
death resulted from: Natural causes [xX] Accident [_], Suicide [_], Homicide [_], determined manner [_] 

CHIEF MEDICAL EXAMINER [_] 
mp, ASSISTANT MEDICAL EXAMINER [_] 22, DATE SIGNED 


S 19. WAS AUTOPSY 
3 PERFORMED? 
3 yes [ ] no Pel 
i | 2a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part 11 of Item 18.) 

& | PRIMARY () or CONTRIBUTING [] 

£i | CAUSE OF DEATH. 

3 [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
S 

= 


ACTUAL 
SIGNATUR 


FOG 
EXAMINER'S Z 
: NAME (Type) Bind OP Carell, ned. 
re BURIAL, CREMATIDN,) 23b. DATE THEREOF 


23c. NAME OF CEMETERY OR CREMATORY 73d; LOCATION Amie ad town or Pg (State) 
REMOVAL (Specify) 


Bokiay = Al- bs Hage AG 25a. REC'D BY REGISTRAR | 25b. ies SIGNATURE 
rae oe Es ae JAN 22 ee peborksg Jocge. 


Qhat 


that the death certificate be executed within 24 hours after death. 


w 
Lay 
x 


res 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requl 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00478 CERTIFICATE OF DEATH 
A. ae cry DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Alls 76 


7 


= 
fe) 
S 
fees 
a3 UD 
2 mt a. STATE b. COUNTY 
278 Carroll MARYLAND ‘faryland Baltimore City / 
eS 0 be Gi sah a af Sea ceecopporetedtinits, c. LENGTH OF STAY IN 1b || c. CITY OR sata (if outside corporate limits, write RURAL and give nearest town) 
Bs 
oe Sykesville imo.22dys . Baltimore fhe 
= en d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. eae alae 3 
= = : . : 
See | : _ Springfield State Hospital 1200 Argyle Avenue ves []_no fel 
ss = . First Middle Last 4. DATE Month Day —Year 
Bo 2s DECEASED OF 
5 ; (Type or print) ELIZABETH (NMI) HUNTER DEATH January 20 1965 
8 Oe . SEX 5. COLOR OR RACE )7, MARRIED [~] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE fin aa leur Re uae a 
Bea Female Negro | wiowes F UK svorceof]| 12-5-1890 i rae ee a 
pe oe 3 10a. USUAL OCCUPATION (Give kindof work done) T0b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Sen during most of piece fe, even If retired) INDUSTRY cee we COUNTRY? a 
se 
Gos ook irginia eeAe 
£e2 13. FATHER’S NAME 14.” MOTHER'S MAIDEN) NAME 
Bae Unk. DG Laide Unk. Melewded 
eee 15. WAS DECEASED EVEN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT ‘Address 
2e S es or unkown) | (If¥es give war or dates of service) 220 30 1196), R 4 m 1d s H 1 
See ° =30— ecords, Springfie tate Hospita. 
os 2 
Ens 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
>Re PART I, DEATH WAS CAUSED BY; 5 + 
SSES } PEAIMMEDIATE CAUSE a)___ bilateral bronchopneumonia days 
2 5a5 = pueto Gangrenous infected decubitus ulcer and food 
£35 Conditions, If any, which (b) aspi ration days 
4 gave rise to Immediate 
= see cause (a), stating the DUE T0 
ROSS underlying cause last, (c). 
5 Be! ing Se eenet, 
£3 ss & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART l(a) |19. WAS AUTOPSY 
8 9 3S =| ea. a a PERFORMED? 
5255 -|s YES noT] 
sess Ole 
£ee= = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part tl of Item 18.) 
a hus £3 | OR CONTRIBUTING [) CAUSE OF D 
3 ofe © | (IF EITHER, NOTI EDICAL EXAMINER) 
2 2238 5 |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |206, PLACE OF INJURY (Home, farm,| 20f. (city or town) (County) Gtate) 
Sse 8 Hour a.m. While + Not While factory, street, office bldg., etc.) 
Eye = p.m. 19 at work _] at work 
<= . . * 3 
3 ees 21. I certify that (1) (this hospital) at! es the deceased from_Li=2 » Lp. 19___, that (I) (we) last 
£ Ses saw the deceased alive o 1=20 19_____, and that death occurred at ——*° 4 TIES ifitht causes and on the date stated above. 
fale ar ba = x 22b. DATE SIGNED 
Z= . ATTENDING MED. STAFF 
>a 23 BE Anon SS (1_birector (] Pus. 1-21-65 
Eat 22¢. PHYSICIAN'S 22d. ADDRESS 5 5 Ss: Hi 3 
Ese Springfield State Hospital 
ME 
+ ges | NAME ®P®) Antonius Glali 1, M. Ds é ; 
oZoy 
e zes 23a, pistes b. DATE THEREOF Dy NAJ EMS ERY OR ze whe 23d. LOCATION (C| 
pe 
e* Ss a D ef MOENT eta PS 
4 | 24. ous TREC, NiEZ eat VA 25a. REC'D BY REGIPIRAR| 250. 
VR AIS (4) 2QAaAPAw Ka 
15M 4-64 a “« | vae_JAN 2 6 


‘< 


id completely filled in by the funeral 
papers. Pages 1 ani 
hin 72 hours after de; 


jan an 


After this certificate has been signed by the attending physic 
director, page 3 should be detached for use as the burial-transit permit. Then please removg 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any € 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within a hours after death. 
Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL CERTIFICATION 


00480 CERTIFICATE OF DEATH 00427 
1. PLAGE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If ae Residence before sale 
a. COUNTY a. STATE b. GOUNTY 
£ meeeroll. MARYLAND. Harv and Baltimore City 
CITY DR TOWN (if outsid te fl z 
Se hichonee N ee imits, ¢. LENGTH OF STAY IN ib }| ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearést town, 
Sykesville rs.6mos.26dys.e _ Baltimore 300i 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, give street address) || d. STREET ADDRESS e. IS RESPEREE 
Springfield State Hospital Unk. yesL] nok) 
3. NAME OF 
Deceaseo First Middle Last 4. ae Month Day Year 
(Type or print) HERMAN (MN) | JACOBSON DEATH January 3 19 65 
8. SEX 6. COLOR OR RACE | 7, MARRIED [—] NEVER MARRIED [] | © DATE OF BIRTH 3. AGE (In years | JFUNDER 1 YEAR |F UNDER 24 HRS, 
% ae birt Pad Months] Days | Hours | Min. 
Male White wipowed [-] Seppivorceo(]| Unk. 75? 
10a, USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BI TL. Bir 3 i 
during most of working life, even If retired) InpusTRY NS OF BIRTHPLADE Cail St, fo ci 12 SOuUNTRY? AT / 
Ice deale Persia Alien 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Unk. Unk. 
15. WAS DECEASED EVER INU.S.ARMED FORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No None Records, Springfield State Hospi 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (6). INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 4 é ONSET ARO SER 
IMMEDIATE CAUSE (a) _Arteriosclerotic cardiovascular disease years 
ao} DUE TO 
Gondtlons, IF any, with Generalized arteriosclerosis years 
gave rise. to Immediate ©), 


cause (a), stating the DUE TO 
underlying cause last. (©). 


gen Ih DAS Ea nae coer: CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) |19. EE 
on, paranoid 
chizophrenic reaction, paranoid type ves] NO Ex] 
2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DI 
(IF EITHER, NOTI JEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,) 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work} at work L1] 
21. 1 certify that (I) (this hospital) attended the deceased from_O=/=27 _, Wow fo bein 19___, that (1) (we) last 
saw the deceased alive on__1=3=65 and that death occurred at" ~M, ‘frdm the causes and on the date stated above. 
22a. SIGNATURE Lite | 22b. DATE SIGNED 
ATTENDING MED. STAFF 
vy wo. PHYS) _pirecror C] pays, &)| 1--65 
22c. PHYSICIAN’S 22d. ADDRESS 
MET 43 Springfield State Hospital 
ctavio Ruiz, aA D. $ 
23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or ae ma 
REMOVAL (Specify) aed ry Cs D 
a } HA om thd 
24, FUNERAL DIRECTOR ADDRESS 


vane JAN aX ni Sse ava = 


las tenes Sty Aton buben LM all 1] 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


vR 


20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


zy 00487 CERTIFICATE OF DEATH 004 78 
§2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceasad lived, If institution: Residence before admission) 
de a, COUNTY a, STATE b, COUNTY vi 
233 Carroll MARYLAND | Maryland __ Montgomery Co. — _ 
>58 b. CITY OR TOWN (if outside corporela limits, ©. LENGTH OF STAY IN Ib €. CITY OR TOWN {ff outside corporate limits, writa RURAL end give nearest town) 
poe write RURAL and giva nasrast town) 
385 Sykesville (rural) Oy 10m_1d || Bethesda J ft Eee oe 
2Bu d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give stree! address) d. STREET ADDRESS . IS RESIDENCE 
ee : ; a ON A FARM? 
Su2/5 Springfield State Hospital | __6803 Fairfax Rd. 
BaN 3. NAME OF a ~~ ‘First Middle’ Lest 4. DATE Month ‘Day 
DECEASED OF 
ale ae EY NMN Jerome PEATH 1 
5, SEX 6. COLOR OR RACE) 7, MARRIED [qj NEVER MARRIED [] | 8- DATE OF BIRTH 9. AGE (In yoars | IF UNDER 1 YEAR 
* rad lest birthday) |"Months| Days | 
g Male White | woowe[] _ pivorceo [] 9 - 9 = 1884 80%. | t 
3 10a. USUAL OCCUPATION (Glve kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 done during most of working Ji 
£ Delicatessen Retail Russia ae 
2 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
J 
= Baruch Jerome Sarah Broadsky a 
ae 1S, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
- (Yes, no, or unkown) | (Ifyasgivewarordatesotsarvica) 
| None |o== 087-12-521, _Hospital Records Sykesville, Md. 
1B. CAUSE OF DEATH [Entar only ona cause par lina for (a), (b), and te). = = | INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY. sf + say ina 
IMMEDIATE cause fa) Congestive heart failure an a _2 to 3 day: 
f / 
4 } DUE TO b < c ¢ 
candidors; Ht) adtyrewnidk ia Arteriosclerotic cardio vasculsr disease ; years 


gave riss to immadiale cause acs 
+ stati derlyi “ 
cues tea en esting General arteriosclerosis years 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART le) 19. WAS AUTOPSY 
ze ronic brain, syndrome, associated with cerebral arteriosclerosis), _ PERFORMED? 
7.|$|__with psychotic’ reaction. olf MS J NOs 
= 202. ACCIDENT WAS UNDERLYING fon r ~~ Ma 
E | ae ebarmebite Eien at IG [| 2Db. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Pert | or Part Il of jlam 18.) 
G | (UF EITHER, NOTIFY MEDICAL EXAMINER) ae 
% | 20c. TIME OF INJURY Month, Day, Yeer | 2Dd, INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, > 2D (Cily or town) (County) (rate) 
5 Heuk. sem While __Not While factory, straal, office bldg., etc.) | 
2 ax pire pee 19 at work at work i a. 
21. I certify that {) (this hospital) attended the deceased fromMaT.GH...Q.. cso 19.6! to.anuary....7..., 19.65, that ( (we) last 
saw the deceased alive on. Januar y....7....19 AD. and that death occurred ai50.aMm, from the causes and on the date stated above. 
ee p Vb. ATTENDING MED STAFF 1-7-6 70 STONED 
, ‘ ' Je 
PCO G! Att) h ke OY mo. | PHYS. = [] Director [[] PHYS. ie Ke 
22c, PHYSICIAN'S 7 gd. AQDRESS 
| NAME (Tye) Konstantin Weber, M.D. Springfield State Hospital 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit permit. 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: Aifter this certificate has been signed by the attending physician an; 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF ey NAME OF CEMETERY OR ine LOCATION (City, town or county) 
REMOVAL (Spgcify) ey 
fap Bh (ae x 6S Gz we Dy, : 


24 FUNERAL DIRECTOR'S, TURE ADDRESS 


indie 2fce Epler Dl Path dt 


25a. REC'D BY REGISTRAR | 25b. REGISJRAR’S SIGNATOR! 
AIS (4) 


oan AN 11196 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


eM 00482 CERTIFICATE OF DEATH 004279 
s2 as REECE OF oe 2. USUAL RESIDENCE (Whare daceaged lived, Il Institutjen: Rasidanca bafore edmission) 
a / a ptll a, STATE Sh er 

otis 
£92 Car MARYLAND H. a ‘a 
> 28 b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN Foaae corporata ae ‘writa RURAL end give naarest town) 
ce : write RUBAS and give, nearest Ny Py) 
£55 2 ie Spt peed 

oO x — 
Boe d. NAME OF HOZPITAL OR SSO {if not in hospital, give stre@f address) od. STREET ee a, IS RESIDENCE 
ees at ON A FARM? 
Sh ee ee att us] Nok 
Zan 3. NAME OF 4. DATE Month Day Year 
a DECEASED 


First CC = 7 
OF = 

(Type or print tte Dena fe ie 19 1969 
cs eh ~ [6 COLOR OR RACE] 7. anmieD [-] NEVER MARRIED View OF BIRTH 9. AGE te yaar IF UNDER YEAR| IF UNDER 24 H 
ithday) | Months Hours | Mi 

( WIDOWED cme DIVORCED AV a. 7 a, Tbe 47 vA yrs. 

Ts. USUAL OCCUPATION (Give Kind of work, | 108. KIND OF BUSINESS OR INDUSTRY arnt {County & Site, or frsiaf country) 
lone most of worl ie, Ly ti 
rs oP Cnwbf-aptle Cb Sf 
13. FATHER’S NAME é: 14. MOTHER'S MAIDEN ae ¥ > 
lone bateuri/ 

i WAS oath re IN U.S. kale roe cet 1b SOCIAL SECURITY NO.| 17. FORMA! as 
Meee Ivan oR J 9-05. 564 img Wes¢ Bivwkoliry fe hdl 


|) 18. CAUSE OF DEATH [Enter only one ceuse parlina for (a), (b), end] SSS INTERVAL BETWEEN. 


vee DD SAEDIRTECCRC Ua Cerrar me A : i= irae iy y 
f | 
be Anak Gp Luke | FP 


gave risa to imma 


Grae teaaiom he Leg echoes C.ViD. 19 Ae 


Deys 


12. CITIZEN OF WHAT COUNTRY? 


te has been signed by the attending physician 


I or attending physician. 
director, page 3 should ba detached for use as the burial-transit permit. Then please remove 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Was AUTOPSY 
5 “= we 
alt YES O NO 

= 202. ACCIDENT WAS UNDERLYING [] | 206, DESCRIBE HOW INJURY OCCURRED, (Ent. injury in Part | or Part Il ol itam 1B. 

© | on CONTRIGUTING 1 CAUSE-OF BERTH Y 01 (Enter nature of injury in Part | or Part Il of itam 1B.) 

G | (IF EITHER, NOTIFY MEDICAL EXAMINER) — 

2 

G | 20c. TIME OF INJURY “Month, Day, Yaar | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f. {City or town] (County) (State) 

73 Hour a.m. Whils Not Whili factory, streat, office bldg., etc.) | 

3 at work - at work [_] 1 


, 1I9EF that (1) (wey last 


saw the deceased , and that death foccurred a$$ 7M, fromthe causes and on the den stated above. 


22a. SIGNATURE 4 Eos ake ahs 226. DATE 
A 
Ont tletee_ Mp. | PHYS. 


binecror J] avs, pr! AA Mid 


mieten Sanur OKutmaa r ew wykesyile, ed . 
“aif feel 23b. DATE THEREOF 
Z va [2 [E-LICE 


23c. NAME OF CEMETERY OR CREMATORY ew,  sempaied a “CD (shi ‘or county) 
24 PY INERAL Dy tee, JGNATURE 


FBAINUIC US 
B/E 21 Sopernte fide 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evenfAwith} 


CD 


ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


VR AIS ( 
20M S-63 


\ 
— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


22e. SIGNAT : ab. DATE 
ATTENDING. ‘AFF = =, SIGNED 
Po hecwian Cece ecZ mo. fs. O DIRECTOR ais. oO 1-26-65 
22c. PAYSICIAN’S 224. ADDRESS — a 


NAME (Tyee) Herman Reiner, M.D. 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 3 F CEMETERY OR ERE 


Pole (Specify), We ios Fe 
24 FUNER RECTOR’ s SIGNATURE 


death. Page 4 may be retained by the hosp’ 


TO FUNERAL DIRECTOR: After this cer! 


f CERTIFICATE OF DEATH 
s evi EL 00483 H0480 
& 28 A. ean ihe 2, USUAL RESIDENCE (Where deceased lived, ff Instilution: Residence belore admission) 
25 : e. STATE b. COUNTY 
5 BNE Gar hall _ MARYLAND Maryland 
£ Sus b. CITY OR ere {if outside Speen e. LENGTH OF STAY IN Ib “ec, CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 
write jive near 
a S22 | (Rurar’syeesvei Te ly 6m 134 Baltimore 18 Jans. 
£ ys d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street address) d, STREET ADDRESS = ¥ @. 1S RESIOENCE 
= Zen _ ON A FARM? 
eer 
= Sesh, Spring gfield State Hospital | 822 Homestead St. __| ves &&] No (} 
2 San NAME OF — First - Middle “Last ai adie Month — ‘Oey Yeer a 
ayes * DECERSED 
g o¢ ibe Cale Harvey _ William Kidwell DEATH 1 2619 65 
e 5. SEX 6. COLOR OR RACE|7, maRniED [-] NEVER MARRIED []] ® DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR| IF UNDER 24 HRs. 
3 lest birthdey) |Months| Deys | Hours | Min. 
an male white WIDOWED §¢] DivorceD [_] 10-6-88 yrs. 
B ges We. USUAL OCCUPATION (Give kind of work | 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Counly & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 28 r done during most of woysing life, even if retired) 
a ¥ 
5 3s S -- f =e ie Kentucky - USA 
c fee 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
BS €8> 
$ une unknown unknown f 
nk ee 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
£ 32 3 (Yes, no, or unkown] | (Ifyesgivewarordetesofservice) 
=z 2" 2 unknown - 213-03-6678 | _ Hospital Records : 7 - 
Seles 1B. CAUSE OF DEATH [Enter only one couse per line for {e), (b), end (c).] - ae INTERVAL BETWEEN 4 
seas PART I. OEATH WAS CAUSED BY: = 4 
333 ae Fay MERC MN WO GardimeSTaddures. = - ws a. __|_ minutes 
fan88 Y mond DUE TO 
avon 4 4 : 2 
Bessé Conditions, if any, which )__ Cardiovascular heart disease _ _|_years 
oes 35 geve rise to immediate couse 
#2 tee (a), steting the underlying DUE TO 
z s= oy gause lost o 7 
BZoeta z PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fla) 19. WAS AUTOPSY 
Besse olz| Chronic brain syndrome with cerebral arteriosclerosis with i oe i 
a gs ols | opaugheiic peoetion — 
% 3 & % 208. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Part Il of item 1B.) 
& 5 & | OR CONTRIBUTING ] CAUSE OF DEATH 
REE Ss © | UF EITHER, NOTIFY MEDICAL EXAMINER) “<= 
Oss2 8 < | 20e. TIME OF INJURY Month, Oay, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) (Stete) 
a 25 S Hauroein While __ Not While factory, street, office bldg., aic.) | 
e eo 3 Sica a 19 at work [Ff *8t work [J =a ee 
a as 21. | certify that 4) (this hospital) altended the deceased from... A®1Y......c009- Ba BOntliers toce xp 1965, that ft) (we) last 
& 
* 2 2 saw the deceased alive on... Le2O.ncuaqessuee 19.65, and that death oceurred at... 7.7 , from the causes and on the date stated above. 
3a 
ee 
a2 
eides 
2s 
Brace 
62588 
= se 
Ovous 
4 


VR ATS (4) 
20M 5-63 


D ewall,. As amas vee 


— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


" ‘4 
a welvi_ nnere CERTIFICATE OF DEATH UU48i 
3 e2e_ 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admissio! 
ae ae ACCOUNT 11 cag b. sou 2 
B ets 2arTro. MARYLAND faryland altimore City 
SS Sos b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
a0 
2 Bs 2 bas See and A nearest town) Gnas paras 194: Balt 4 
2 =,2 vkesville - . : altimore 200f- 
@: 3 aa @NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
7 
ee Springfield State Hospital 3016 Parkside Drive yes] nobel 
= S85 3. NAME OF First Middle Last 4. DATE Month Day ‘Year 
= 4 ra 
= ese (Type or print) MATILDA JULIA KOETTING DEATH Janua: 29 19 6 
J 
3 5. SEX 6. COLOR OR RACE |7, MaRRIED [—} NEVER MARRIED 8, DATE OF BIRTH 9. AGE (ih ears TFUNDER 1 YEAR IF UNDER 24 HRS. 
5 Months | Days | Hours { Min. 
S W WIDOWED DIVORCED | ee 
4 emale a yrs. 
oot 10a, USUAL OCCUPATION (Give Kind of work done] 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or forelon country) | 22. CITIZEN OF WHAT 
3 3 gu during most of working life, even If retired) INDUSTRY COUNTRY? 
2 ges none Maryland U.S.A. 
3 Bey 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Ss wee ate . zi 
€ £F8 William Frank Koetting Elizabeth Dorothy Wagner 
o 250 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | i7. INFORMANT Address 
a 2 = Ss (Yes, no, or unkown) | (If yes give war or dates of service) 
3 $35 No ___ None Records, Springfi i 
aS Saree 18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).1 she ag sd 
£2 bES PART |. DEATH WAS CAUSED BY: Heart fail 
HEDES ites IMMEDIATE CAUSE (a) leart failure | months 
£15 oF _- i ) 
baat) a = DUE To 
geass Conditions, if any, whlch ___Arteriosclerotic heart disease years 
Be go a gave rise to Immediate uae 
= eae cause (a), stating the i 
ee ae underlying cause last, Infected gangrenous decubitus ulcers weeks. 
s2 2,7 & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENIN PART 1(a) [19. WAS AUTOPSY 
2.288 4/81 Schizophrenic reaction, chronic undifferentiated type Pee! OMEDE 
ES 323 s ? . yes] Not] 
Fess Ale 
2S E2= = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
BE ae eae 
£3 °f4 ° 1» 
2508 
Bo 222 = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) Gtate) 
rove os 
a5 Tog a Hour a.m. while Not While factory, street, office bldg., etc.) 
ge 23 & = p.m. 19 at work at work 
53 2 2 21. I certify that (1) (this hospital) attended the deceased from__8-10=5)) 19___, that (1) (we) last 
@:. ees saw the deceased alive on_L=2 19, and that death occurred a -itom the causes and on the date stated above, 
=zlorvs 226. DATE SIGNED 
Sn'= 22a, SIGNA Ws, | 
ea : ATTENDING MED. STAFF 
Sea es is ‘ Dr Ano ive CO) Bintoror C] Fis Gd| 1-29-65 
Head 22, PHYSICIAN'S 22d. ADDRESS Snz4 A S ; 
FES 2 NAME (Type) A pringfield State Hospital 
ete ntonius Glahn, is SykesVille, Maryland 
4,282 | Bie rilie, 
Sere 3 23a, QURJAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CI Y OR CREMATORY 28d. LOCATION (City, town or county) tate) 
\e“ere Peer /— 30-635" | ALS more ALT moR4 
§ 24,_ FUNERAL DIRECTOR ADDRESS — 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
A Nerf fe 
VR AIS G bk LVAWS F Son SSL Har ford. hed orf EB 1 1965 prrorls Judge 


fr 
Ss os 
o eos 
uo eer 
~ as 
s 
£2 B22 
= 5385 
ge Da 
ee 
2 es 
2 i= oS 
32 
= wen 
Dow 
=a 
eee 
i 
4 

S 
gz 


Ss 
Ss 
Se 


burial-transit permit. Then please remoye 


The law requires that the death certificate be executed within 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an 


Page 4 may be retained by the hospital or attending physician, 


: After this certificate has been signed by the attending physician and completely 


director, page 3 should be detached for use as the 


10 HOSPITAL OR ATTENDING PHYSICIAN: 


10 FUNERAL DIRECTOR: 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00485 CERTIFICATE OF DEATH (0482 


3 pieaerreea 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
: Carroll aagviaan a STATEMa ryland psec 
b. CITY OR TOWN (if outside corporate Ilmits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) . . 
Sykesville 3 mo., 1) day: Baltimore City” 370 /- + 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 8 olay anes 
Springfield State Hospital 1,108 Bellview Avenue yes) no fd 
3. [Hae First Middte Last 4. pate Month Day Year 
(ype or print)  SIMBON JOHN KOSHKIN bea January 1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [X] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER Z4HRS, 
v Ne O 26. tsb day) | Months | Days | Hours | Min. 
male white wiDoweD {-] pivorceo[]| 9-26-79 url 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


University Professor Russia USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
re 2 
John Koshkin Feo Vera 2% 
Of, WAS DECEASED EVER IN US: ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. IWFDRMANT Address 
eS, no, or unkow! yt war 5 of service’ a é y A 
no | 72-03-1956 |Records of Springfield State Hospitel 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Coteday Thrombosis a 
/ ) IMMEDIATE GAUSE (a) 
: DUE TO . . 
Conditions, If any, which ©) Arteriosclerosis 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause fast. (0) A= 2 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH GUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. WAS AUTOPSY 


C.BeS. associated with cerebral arteriosclerosis w/psychotic reaction.| ves] No fd 
20a. ACCIDENT WAS UNDERLYING 20b. DESGRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part U or Part 11 of Item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOT! EDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
p.m. 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 


factory, street, office bldg., etc.) 
While Not While 2 
at workL_] at work [1] 


20f. (Clty or town) (County) (State) 


MEDICAL CERTIFICATION 


19 


19.65,, that (I) (we) last 
the causes and on the date stated above. 


22b. DATE SIGNED 
PRES] Biteror C) pays. GH} 1-5-65 

22c. PHYSICIAN'S 22d. ADDRESS 
NAME (TyPe) Ernest M. Beiser, M.D. Springfield State Hospitel, Sykesville 


ft 


22a. SIGNATURE 


23a. BURIAL, CREMATION,| 23b, DATE THEREOF | 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


REMOVAL (Specify) 
buri Jan Balto,, 7, Mde 
ERAL DIRECTOR 25a, REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


24. 


Byes. SRG bak ML Viandisle hile. oad AN 8 £ alg Sle an 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
00485 CERTIFICATE OF DEATH 0483 


(Yes, no, or unkown) 
no unk _ Hospital Records Sykesville, Md. 

18, CAUSE OF DEATH [Enter only one ceuse per lina for (8), (bl, end(c)] SS =. "| INTERVAL BETWEEN 

ONSET AND DEATH 


(Ityesgive warordetesotservice) 


PART 1, DEATH WAS CAUSED BY: 


/ / IMMEDIATE CAUSE o}_ Occlusion of left coronary artery — ___|_Minutes _ 
4 A DUE TO 
Conditions, it any, which )_Emoblus from mural thrombosis of the posterior, Minutes _ 


es } 
& $3 eae 
© © 0“ |], PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceesed lived, If instilulion: Residence before admission) 
ee. a. COUNTY a, STATE b. COUNTY a 
a2 = Carroll MARYLAND Maryland __Frederick 
a See b. CITY OR TOWN [If oulside corporate limits, , LENGTH OF STAY IN 1b ©. CITY OR TOWN (If oulsida corporata limils, writa RURAL and give nesres! town) 
cee write RURAL and give neerest town) 4 
£ 385 Sykesville ilm 084 Frederick Ma. (rural) /0 ¥- ¢ _ 
= 270 . NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street address) d. STREET ADDRESS @. 15 RESIDENCE 
Ss eas E . , a ON A FARM? 
3 Bell Springfield State Hospital == ves Bd NO [] 
3 388 {3 NAMEOr = SS Middle 3 St | aaa Month ‘Dey “Yeor 
% = a 2 necoseeP OF 
3 8ce re) ae Ralph Gordon Kurtz DEATH January 29 1965 
2 3. SEX 6. COLOR OR RACE RZ] | 8. DATE OF BIRTH 9. AGE (In yeors | IF UNDER 1 YE. 
g z a 7. MARRIED [] NEVER MARRIED fost bithdey) | slengke] abe; 
s Male White wiow[] vivorcof]| 12-18-91 yrs. . 
& TOs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= done during most of working life, even if retired) yy, 
$ Machinist unknown Maryland . «SA. 
£ 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
3 A. fo. 
ad William Kurtz Alice . 
£ 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO,| 17, INFORMANT ~ Address + 
rs 
<3 
3 
3 
i=a 
4 
= 
4 
° 
= 
= 


srvAriselolmnedice ce | 1 wall Of the Lent VEenurTcan, OL the greart 5 

fe), steting the underlying 

couse fest (1_014_ myocardial infarct Yegrs 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 


Schizophrenic reaction, chronic undifferentiated type. ee Roe 


MEDICAL CERTIFICATION 


20e. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING {] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Part Il of item 18.) 


20e. PLACE OF INJURY (Home, ferm, | 20f, (City or town] (County) ~~ {Stete) 
factory, street, office bldg., etc.) | 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour 


20d. INJURY OCCURRED 
While Not While 
ke et work 


2D., that @ (we) last 


tify that &% (this hospital) attended the deceased from. February...21 19D, mw annary. 22: 
, and that death occurred a Sot from the causes and on the date stated above. 


saw the deceased alive ond anuary...29, 5. 


SN 227 . ATTENDING MED. STAFF see IGN 
os . Al 
ogee Occ 6, | PHYS. [J birector PHYS. 1-29-65 
22¢, PHYSICIAN’S 22d, ADDRESS 


Name (yee) Herman Reiner , Clinical Dir _ Bykesyilie, Maryland 2.000 
230, BURIAL, CREMATION, 


OvAiy (8 vi) 23b. DAFE THEREOF, | 23¢. NAME OF CEMETERY = CREMATORY 234, oy? (City, town or county}) {Stete) 
EM pecit f aod ; 7? 
oie | je YS ae we an ae PB 
24 FUNERAL DIRECTOR'S SIGNATURE pees f CUANG,____| 252. REC'D BY REGISTRAR ] 25b. REGISTRAR’S SIGNATURE 
We YL¥ 4Q ‘ ie {oi niles 3 DATE i i ie he nie 

7 f 


director, page 3 should be detached for use as the burial-transit permit. Then please 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in ai 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physjci 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 


18. GAUSE OF DEATH [Enter only one cause 
PART |. DEATH WAS CAUSED BY: 


pi, end (eg | INTERVAL BETWEEN 
ONSET AND DEATH 
IMMEDIATE CAUSE (0) ehh = a 
) 3 Y- (MAD 
DUE TO 
gave rise to immediete cause . P 
(e), stating the underlying ( CUETO Z ee Blin t- 


£ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
‘> OLL87 CERTIFICATE OF DEATH 00484 
J ol = _———__— 
% 28 1. PLACE OF DEATH a a J 2, USUAL RESIDENCE (Whore deceased livad, If institution: Residance befor admission) 
« 25 a, COUNTY a. STATE b. COUNTY 
2 28s Carroll MARYLAND Maryland Carroll 
ee b. CITY OR TOWN (if outside corporate limits, "|e LENGTH OF STAY IN Ib || c. CITY OR TOWN [if oulside corporate limits, write RURAL end give neerest town) 
+ DIO write RURAL and give neerest town) on : 
SS a x Westminster 72 yrs ae Westminster 
a on ‘d. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street eddress) Fi, ‘d. STREET ADDRESS oh ak ae - 3 °. IS RESIDENCE 
3 | ON 
j A _113 Penna. Avenue_ as a | 113 Penna. Avenue ves [J NO fx] 
£ a . NAME OF First ~ Middle ‘Last aw “DATE “Month “Day Fait 
3 eR DECEASED a 
erage ‘Riera ay  GRAGe IRENE LIPPY | Beam" January 25 1965 
3 83 5. SEX » COLOR OR RACE|7, maRnieD [-] NEVER MARRIED | B. DATE OF BIRTH cs ede Ta Sunes 
. nths jays 
2 Sa female white winoweo [—] _ pivorceo [}| Dee. 9, 1892 yrs 3 | 4 a | ‘ 
3 g 3 10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= a done during most of working life, even if retired) i _ iy 
5 2 Secretary Insurance Office Westminster, Carroll, |Md. UiSieh.. 
& @c 13, FATHER’S NAME > 14. MOTHER'S MAIDEN NAME a. a aes 
3 $2 Granville Lippy Sue Elgen 
© §— 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITYNO,| 17, INFORMANT —_ Address ail 
= 32 (Yes, no, of unkown) | [Ifyet give weror detes of service) s 
= = -- 216-07-6503 ‘Mrs. Louise L. Taylor same 
= = 
zs ¢ 
5 
Qa 
2 
£ 


te has been signed by the attending physician and complet 


| or attending physician. 


cause last. () : wine 4 Kd 
PART Il, JOTHER SI Inceae CONDITIONS CONTRIBUTING TO DEATH BUT NOT REYATED TO THE TERMIYAL DISEASE CONDITIONGIVEN IN PART I(e]} 19. WAS AUTOPSY 
PERI 


BEEN 6 


(¢6t- Moa es ¥ 
1200. ACCIDENT WAS Ut a Cl | 20b. DESCRIBE HOW INJURY OCCURED. (Enter notube of injury in Pert I or Pert Il of tlem 1B. 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, form, . (City or town) = (County) “(Stete) 
While Not While | factory, street, office bldg., etc.) i 


Jat work at work [J | t 


Hour e.m. 


MEDICAL CERTIFICATION 


R: After this cert 


Zz. 9. 


, that (1) (we) last 


ATTENDING PHYSICIAN; The law requi 


5 eal 
TO FUNERAL DIRECTO 


% death. Page 


a 
=> 
NG 
ae 
= 

a 

° 

| 


be retained by the ho: 


'36'Na, the causes and on the date stated above. 
22b. OATE 


saw 


ATTENDING, MED. STAFF 
Mp, | PHYS. fo pineeror [7] PHys, 


‘|22d. ADDRESS YP 


Oo 


22. 


2b. DATE THERE! NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


. CREMATION, 


be filed with the State Dept. of Health prior to burial, cremation, or removal 


director, page 3 should be detached for use as the burial: 


TO HOSPIT. 


BURT. 23c, 
“anos Reet ‘| 1/28/65 Krider's Cemetery Westminster RD , Maryland 
24 FU RAL DIRECTOR'S | SIGNATURE ADDRESS: 


a a ee ce 


The law requires that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


coh 


Page 4 may be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: After this certificate has been signed b' 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00483 CERTIFICATE OF DEATH 0485 


Hour a.m. factory, street, office bidg., etc.) 


p.m. 19 


21. | certify that (|) (this hospital) attended the deceased from  19eY, to_//s _, 19257 that (1) we) last 
saw the deceased alive pn. 19 GS” and that death occurred at y 32M, from the causes and on the date stated above. 
22a. SIGNATURE 22. DATE SIGNED 


M.D. Pie.e Ca bicron ORs al ‘ (GL Xvel 
. ADDRESS 2 
SHE | 4 POE T+ BAN Ka nd 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


23a. REHOVAL eet 23b. DATE THEREOF 
pecl 
burial 1/7/65 St. John's Catho Westminster, Maryland 
a g ADDRESS REC'D BY REGISTRAR [Fas Resist SIGNATURE 


| Main Eel 


While Not While 
at work at work 


3s 
fa 
BES i. be DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
- a. STATE b. COUNTY. 
278 Carroll MARYLAND Maryland Carroll 
Fad b. CITY OR TOWN (If outside co ipatates limits, c. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give nearest town) 
BEL write RURAL and give nearest town’ 7, < 
ai Westminster 80 yrs ‘Westminster 
3 aA d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS 8. 1S RESIDENCE 
2 Si d , ! ON A FARM? 
Sess, ¥|Carroll County General Hospital 35 West Main Street yes {] no Lx) 
s 3. NAME DF First Middle Last 4. DATE Month Day Year 
3s ECEASED DF 
= (ype orprin) — EMILY THERESA LYNCH DaTiJanuary 5 19 65 
s 5. SEX 6. COLOR OR RACE /7, MARRIED ["] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR|IF UNDER 24 HRS. 
z female white Jast birthday) rMonths | Days | Hours | Min. 
2 wipowen 7] pivorceo[]| March 12, 1884] 80 yes. 
c 10¢. USUAL OCCUPATION (Give kind of workdone| 10b. KIND DF BUSINESS OR 11, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
as during most of working life, even If retired) INDUSTRY COUNTRY? 
= housewife Carroll County, Marylan U.S.A. 
2 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
2 Josephus Orendorff Maria Buckley 
= 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16, SOCIALSECURITYNO. | 17. INFDRMANT Address 
2 (Yes, no, or unkown) | (Ifyes give war or dates of service) j A Willis St. 
s -- -- 213-01-9937 |Mrs. Richard S. Bixler Willig st 
os) 18, CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] E INTERVAL BETWEEN 
> PART I, DEATH WAS CAUSED BY: Cerery hint Ree er 
IMMEDIATE CAUSE (a). 
= fa DUE TO 
5 Conditions, it any, which 0) 
of gave rise to Immediate = 
2 cause (a), stating the ( DUETO per ap pte’ Khaw Pe oe 
2 underlying cause last, (o) 
L 3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. ny VAS AUTOPSY 
r=3 & oT a 
30 (8 ves EY NOY 
cS z= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part J or Part 11 of Item 18.) 
oS f§ | OR CONTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTI IEDICAL EXAMINER) 
2 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a 
= 


JOH’ s, 


director, page 3 should be detached for use as the bur! 


should be filed with the State Dept. 


ay 


| 25a. 


= 


pate || t) 


in 24 hours after 
in by the funeral 


we. 


ECTOR: After this certificate has been signed by the attending physician and complete:y™i 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, wit! 


2 hours after death. 


ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


be retained by the hospital or attending physician. 


@ 


death. Page 4 
TO FUNERAL 


TO HOSPIT. 


VR AIS (4) 
15M 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
_ 002 04 R93 CERTIFICATE OF DEATH 0) 0) 4 § § 
= tem 2 File 646) 2/1 5 /ps <= 
1. PLACE O PLACE OF DEATH . UI RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
a. COUNTY e, STATE. . b. COUNTY 


0. / (MARYLAND Mary Vay ta Montgomery ~/ 
b. CITY OR TOWN {if 0 corporate limits, e. “LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporate s, write RURAL end give nearest town) 


write RURAL end give rest town) 


Sykesville aa yr 
da. E OF HOSPITAL OR insane not ne 


ft mo. 26 days|_ Jpathersouvey Lexington Sx 


Dive street eddress) @. 1S RESIDENCE 
ON A FARM? 
ngfield State Hospital B | Webaty/ MeMModyet Hone Rt. | ws) nom) 

. NAME OF First Middle Lest | 4. DATE Month Dey “Yeer 
DECEASED OF 
poem ue a VS ALES. JANE ___ MAGKEY | RFRTB! Jena 3) 19865 

5. SEX 6. COLOR OR RACE) 7, married [~] NEVER MARRIED [ _] | PE Sr QUG a eee eet zune TEAR Te eS 24 HES 

jonths ays jours in, 
| Female White wipoweD [X]___pivorceo[] | 11-30-72 | 92 mn. i | 


Va. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11, GIRTHPLACE [County & Slate, or foraign country) | 12. CITIZEN OF WHAT COUNTRY? 


| 


done during most of working life, even if relirad) 


.. | Virginia ~ VeSuky ‘ 
13. FATHER’S NAME ju ice S MAIDEN NAME 
artigan— | Martha Fitzpatrick ‘= hag 
15. WAS DECEASED EVER IN'U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17, INFORMANT Address 
(Yes, no, or unkown) | {Ifyesgive werordetes of service) 
No = | {none) Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one ceuse per lina for (e), (b), end (c)-] INTERVAL BETWEEN 
ONSET AND DEATI 
PART I, DEATH WAS CAUSED BY: r 
IMMEDIATE CAUSE (e) Bi lateral bronchopneumonia : ‘ | Raye. 
Z DUE TO 
Conditions, if any, which ) Heart failure Years 
gave rise to immediate couse a 
(a), stating the underlying DUE TO 
cause laste ) Arteriosclerotic heart disease___ od os 
iz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e]| 19. WAS AUTOPSY 
E CBS associated bit cerebral eg os, Seine with psychotic reaction. = Hono 
& P20. leratedly, netrachd Ly d_pulmona AHO RRR eeulosis {Enter nature of injury in Part | or Part Il of item 1B.) 7 >) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
& | Ur EITHER, NOTIFY MEDICAL EXAMINER) 
% | a0c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, . 208. (Cily or town) ~ (County) (State) 
5 dat tah While Not While | factory, street, office bldg., ete.) | 
Es as 19 Jet work [] et work [_] | | 
21. 1 certify that {h (this poy attended the <... from....Fe@De.. Dis: vue 19.63 to. Jan..3L....... , 1965, that-(B (we) last 
saw the deceased alive on... LEN «.. etl 9.6, .qand that death occurred ata? 50h, FroMethe causes and on the date stated above. 
jae pe K AEE STAFF 2b. RIGNED 
he Us Ma AAA. Alp. | PHYS. DIRECTOR Ea Puy. Ky 2-1-65 
22e. PHYSICIAN'S \ \ 22d. ne i ae 


AME (T. 
pay Tise Kammy MeDe | Sykesville, Maryland _ — 
‘23e. BURIAL, CREMATION, | 23b. “DATE THEREOF 5 23. ~ NAME OF CEMETERY OR CREMATORY 23d. “LOCATION (City, town or county) 2 (Stete) 
ee 3 
2 = 2 1. Pes Ba a Ya, 
= resbyterian 250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 9 


24 FUNERAL DIRECTOR'S SIGNATURE 


Ernest C, Gartner, Gaithersburg.Md,_ 


Joe FEB 31965 forbes Juege 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00499 : CERTIFICATE OF DEATH 00487 


a 
5 fz 44 = = 
‘5 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
” % . COUNTY a. STATE b. COUNTY 
5 gn ss MARYLAND | Mar. 
= net b. CITY OR TOWN (if outside corporete limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 
5 5 write RURAL end give neerest town) | 
ee Sykesville (rural) 9y 8m 114 Baltimore _ 
6 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streel eddress) d. STREET ADDRESS cs ERS 
= 8 
a 
2 Springfield State Hospital _ 3106 Ken nyon Aves 
3s 3 JAME OF First “Middle ~ Last . DATE “Month ‘Dey 
2 & 9 DECEASED OF 
edhe gas ae Hamore Valentine Marquette; PFA™ January 20 
. 0 5 5. SEX 6. COLOR OR RACE} 7, MARRIED fy] Bg] NEVER MARRIED [_] | ‘8. DATE OF BIRTH — 9. AGE (In yeors |IF UNDER 1 YEAR| iF UNDER 2. 
2 25 panei endey) ee “Devs | Hours | Min. 
> ee Male White | wwowe[]  pivorceo [] 2-14-86 yes. 
8 Be We, USUAL OCCUPATION (Give kind of work 10b. SOR INDUSTRY | 11. BIRTHPLACE (C & Stet tore: 12. CITIZEN OF WHAT COUNTR’ 
£ og done during most of working life, even reived) | ELL PON © ee ae if 
a a 
5 28 Machinist minor: Maryland UeSeAe 
= Be 13. FATHER’S NAME j 1. mae $ MAIDEN NAME 
cas an 
B £o 
3 Un John Marquette r unk es .- sa 
o & § 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
£ #2 (Yes, no, or unkown} | (Ifyesgivewerordatesof service) 
S 
B 
= 
* 
2 
3 
oC. 
= 
z 
5 
° 
= 
= 


burial, cremation, or removal, and in any event, wit! 


Me: unk _ Hospital records Sykesville, Md. 
ce. = 18. GAUSE OF | DEAT [Enter only one cause per line for (e), {b), end (c).) INTERVAL “BETWEEN 
SBE PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH 
Bye J) IMMEDIATE CAUSE (e) __- Bronchopneumonia 4 i _ _._|— days __ 
a5% \ DUE TO 
& i F 
ges Conditions, if ony, which ib) Myocardial failure days 
& 3 = geve rise to immediel use = * 7 i a a > ; “s — oe Sr = 
2S te}, stefing the underlying i, 
ee couse let, (c), Arteriosclerotic cerebral vascular disease years 
Aa 4 = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Afe)} 19. Wee AUTOR 
5 Se ee 
Involutional Psychotic Reaction SIE | 


20e, ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, 


Hour 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury in Pert § or Pert Il of Item 18.) 


| 20%. (City or town) (County) 


i 
H 


21. I certify that 4) (this hospital) atlended the deceased from...May....9 , 1955, to..January...20%p.., that (i (we) last 
saw the deceased alive on.January...2Q...19.. G5, and that death occurred at’2P3@ trom the causes and on the date stated above. 


MEDICAL CERTIFICATION 


aks a ATTENDING. MED, STAFF au SIGNED 
A Qua tnrA mo. | PHYS. [J Director ["] PHYS. Bd 1-20-64 
2c. PHYSICIAN'S = F ail 2d FF 
| NAME (v) Tise Kamm, M.D. 


23c. NAME OF CEMETERY OR CREMATORY 


director, page 3 should be detached for use as 
be filed with the State Dept. of Health prior to 


death, Page 4 may be retained by the hos; 
TO FUNERAL DIRECTOR: Atter this cert 


‘230. BURIAL, CREMATION, | 23b. DATE THEREOF 
MOVAL (Specify) 


TO HOSPITAL OR AITENDING PHYSICIAN: 


burial __| Jan 22/65 __| Baltimore Cemete: 
24 FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 
VR AIS (4 . : 
20M 5-63 : : e 4210 Belair Road 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH DN4&8 


Res abe/ CAT MaTons 
6, COLOR OR RACE 
yo 


Wa. USUAL OCCUPATION (Give kin: work 
done during most of working life, even if retired) 


BOC I, 


Cn Caton 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO, 
(Yes, no, of unkown) | (Ifyesgivawarordatasofservica) a 
u IC timation 


DEATH Tin/ y & 19 GS¥ 


IF UNDER 24 HRS. 


Hours | Min. 


perky 
a $3 1. sco DEATH 2, USUAL RESIDENCE (Where deceased livad, If Institution: Residence belore admission) 
52 a 
oa a. STATE b, COUNTY 
5 eng CA /2rZo ih if MARYLAND 4D 
£ = — 7 Cs _— — 
2 eas 2 $ b. CITY OR TOWN (if outside corporata limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporate limits, write RURAL and give nearest town) 
=~ aS write RURAL gnd give nearest town) Ker 
aes A-L pu Se /3AfTimor® is 29 
= aa Z ‘d. NAME OF HOSPITAL OR INSTITUT! not in hospital, giva street address) 4, STREET ADDRESS 2. IS, RESIDENCE 
aa Ve Wa vs v4 ON AFAI 
= ) 
grb ettl Tarsus (iS wheefer pr. __|w{{roig— 
Sn JAME OF Middle Last 4. DATE “Month Day Year 
ad 
= 


9. AGE {In years | IF UNDER 1 YEAR 


7. MARRJED [_] NEVER MARRIED SUPATEOR { mi 
uo oO last bithday] |"Months| Deys 
wipoweD [] _ivorcéD “af F 2 yn. 


0b. KIND OF BUSINESS OR INDUSTRY }RTHPLACE Not & State, or loreign country) | 12. CITIZEN OF WHAT COUNTRY? 


4. gh MAJDEN - Caro) WAR Me x& A . 
‘Deze Seo 


17. INFORMANT Address 


fore chary— ERS Ahev® 


(a BETWEEN 


5. SEX 


(FE 


13. FATHER’S NAME 


Then please remove 


|, cremation, or removal, and in any event, 


igned by the attending physician and compl: 


ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


g 3 iB. CAUSE OF DEATH [Enier only ona cause per lina for (a), (b), and i - 
2 T AND DEATH 
was PART 1, DEATH WAS CAUSED BY: 
ron IMMEDIATE CAUSE (a) Bence Ties  Septoye Web to Mnomhs 
E2= re 
ang / a DUE TO Cal, es 
ava 
£6 8/53) Conditions, if any, which rs) faded CAhsinora pr , Hor, @ ME ASTASES 
£30 5-9, gave rise to immediate cause Ze 
se se (a), stating the underlying f DVETO 
sees aves taste ro at 
5 Se B ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED | TO THE TERMINAL DISEASE CONDITION GIVEN IN I PART Va)| 19. WAS AUTORST 
£262 E ORM| 
SEa5 Os as er —_ =. ves [] No Oo. 
£535 & 208. ACCIDENT WAS UNDERLYING 2Ob. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 
Cas & | OR CONTRIBUTING [] CAUSE OF DEATH 
ee°s B | UF EITHER, NOTIFY MEDICAL EXAMINER) 
a Bs 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2Ge. PLACE OF INJURY (Homa, farm, | 20F. (City or town) (County) (State) 
Veo. a Hour a.m. While Not While factory, street, office bidg., atc.) | 
ace. 2 an 19 « [at work [_] at work | 
a: oer ~ 
_ a +, 
cO8e 21. | certify that (I) (this. I) ptlended the deceased from........L.97 Ae : A Se>, that (I last, 
a=) 
za n 
2n3 3 saw the deceased alive OM.........ccsccen Wf. 1945. . and that death as a 4A as: ik, causes and on the date stated above, 
eH 22e. SIGNATURE = // f 22p. DATE 
oo? ATTENDING STAFF ao Zee 
2 = 
ald : Mo, | PHYS. RECTOR [_] PHYS. WIVES 
noe gs 22e, PHYSICIAN'S 22d. ADDRE 
Heaas NAME (Type) 3 t 2 Wa 
BBS. / ENTAH UNITS _ 41/3 bh Fores] Fan ov 226 hy 
Ze E ge 23a, BURIAL, CREMATION. | 236, DATE eS 23, NAME OF Fists OR Be 23d, APCATION ‘iv, Town oF county) 
= OVAL {Spec 
otets . | fans eZ = Cretan 
Se as uy SIGNATI / ADDRESS le REC'D BY REGISTRAR |2Sb, RECISTRAR’S SIGNATURE 
\ ¢ yr 
ni ‘Dilly Fay own JAN 4 1965 re 


@ 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00492 CERTIFICATE OF DEATH 0489, 


ES 1. PLACE OF OEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before sang) 
oo a. COUNTY 
ae a. STATE b. COUNTY 
aed Carroll MARYLAND Maryland A ee 
28 b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TDWN'(If outside corporete limits, write RURAL end give nearest town) 
2 write RURAL and give nearest town) > 
“3 Sykesville 3 days Baltimore 3001. 

[Bx d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS a De ie 
a™ 5 a 
gs Springfield State Hospital 125 Cheapside Ave. ves(]_ no] 

3. Rane aes First Middle Last 4, 8 Month Day Year 

(Type or print) OSCAR THOMAS McCLOUD DEATH January 2 1965 
5. SEX 6. CDLOR OR RACE 


8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
7. MARRIED [_} NEVER MARRIED |] Tee Ginthaay} ane 
=30-217 Months| Days | Hours | MI 
Male White wiDoweD [ ]Sep eoivorced [] yrs. 
10a, USUAL OCCUPATION (Give Kind of workdone| 10b. KIND OF BUSINESS OR RTTr BIRTHPLACE. (County & State, or foreion country) | 1, CITIZEN OF WHAT 
INDUSTRY COUNTRY? 
Virginia 


during most of working life, even if retired) 


ees e 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Benjamin Harrison McCloud Florence Testerman 
15. WAS DECEASED EVER INU.S.ARMEDFORCES? { 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 
Yes - 19k1-19455 26-16-20 82h2 Records, Springfield State Hospital 
18. CAUSE OF DEATH ae only one Cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ae 


Sith ; IMMEDIATE CAUSE (a)_Luberculous bronchopneumonia 
Car 


DUE TO 
Conditions, If any, which «Bilateral pulmonary tuberculosis, far advanced | Months _ 


gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. 


The law requires that the death certificate be executed within c hours after death. 


ficate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remoye 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an 


(c) 
Fe PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONDITIONGIVENINPART 1(a) |19. a sro 
= SO SSS 
S YES ct nD [Xd 
= = 20a. ACCIOENT WAS UNOERLYING Ae) 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part 1 or Part I! of Item 18.) 
&& | DR CDNTRIBUTING [} CAUSE DF TH 
© | (IF EITHER, NDTIFY MEQICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,) 20f. (Clty or town) (County) (State) 
5 Hour a.m. White — Not White factory, street, office bidg., etc.) 
a 
= Pm. 19 at work [|_| at work (| 


21. | certify that (I) (this hospital) attended the deceased from__= 1-65 ae a 19___, that (I) (we) last 
saw the deceased alive on__1=2)-65 19, and that death occurred at +? 2G /#fdm the causes and on the date stated above. 


Za. SIGNATURE pane bie it DATE SIGNED 
Ae Z oO ATTENDING MED. STAFF 
M.D. (1 Bikecror C1) Pays. (X}| 1-26-65 


cae ha E ADDRESS peepee ee Hospital 


MEP) Aoustin del Campo,’M. D. 
a ATION in| 23b, DATE eee 23. 
Li 


Fy Ag 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, HO400 


om 


<t 2 CERTIFICATE OF DEATH 
Re) — = 
283 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
ie a. COUNTY. a. STATE b. COUNTY | 
22 Carrol) MARYLANO Maryland. HABE so 
Sei 3 b. CITY OR TOWN (if outside cor; porate limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RUI and give nearest town) 
ze iS write RURAL and give nearest town: 3 Cumb 1 4 2 
= 8 Sykesvi Se2mos.l umberlan: OO 3 wa 
3 ae d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, sive street address) qd. “STREET ADDRESS & Lae A 
os Springfield State Hospital 111 Frederick St. ves] _no fe) 
3. NAME OF First 5 h D Ye 
Becorcee irs! Middle Last 4. pete Monti ay fear 
pepe wt) GEORGE PRESLEY icCOY aI Jannary, Sea man 19 
5. SEK 6. COLOR OR RACE | 7. maRRIED [-] NEVER MARRIED[]| & DATE OF BIRTH aaa ipa Tea en Ven UNE RS. 
* Y) Months] Days | Hours | Min. 
Male White wIDowED [—] pivorceo[3t| 3=5~1898 66 yrs. 


gave rise to Immediate 

cause (a), stating the QUE TO 
underlying cause last. (c) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) |19. WAS algae 
CBS associated with central ne nervous system syphilis, meningoencephalit fis Fy NO a 
20a, ACCIDENT WAS UNDERLYING 


OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTI IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


10a; USUAL OCCUPATION (ive kind of work done] 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during vA of ene life, even If retired) 1 COUNTRY? 
3 nspector ry % 0 RR Pennsylvania U.S.A. 
es 13. FATHER’S eae 14, MOTHER’S MAIDEN NAME 
S 
Ee Grant McCoy Emma Lynch 
* 15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Address 
‘ (Yes, no, or unkown) i aeae ype 
No 705-05-85u4, |Records, Springfield State Hospital 
18, CAUSE OF DEATH [Enter onty one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: : : pgs 2 
IMMEDIATE CAUSE ()_AT teriosclerotic heart disease |__Years= 
==! YH 2 2027 
DUE TO 
Conditions, If any, which (b). 
a 
2 


ificate has been signed by the attending physician and complete! 
mi p 


es 


MEDICAL CERTIFICATION 


f Health prior to burial, cremation, or removal, and in any evergt, within 


20D. DESCRIBE 1 ae INJURY OCCURREO. (Enter nature of Injury In Part J or Part II of Item 18.) 


20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, 
Hour a.m. while Not While factory, street, office bldg., etc.) 


p.m, 19 at work at work 
21. | certify that (I) (this welt) ge the deceased from oot is 19____, that (I) (we) last 
saw the deceased alive on. 9_____, and that death occurred at7?OOwA¥v6m the causes and on the date stated above. 


22a. SIGNATURE 
ATTENDING — MED. STAFF 
tg mo. PHYS. LI _oirector C] PHys. 1-25-65 


2c. PHYSIC! Ths AOORESS Springfield State Hospital 


20f. (City or town) (County) (State) 


should be filed with the State Dept. of 


NAME (ype) Octavio A. Ruiz, M. D. 


23a, REMOVAL Gori | > 
BEMOWA L va clfy) 

Burda 
IERAL f 


an 28, 1965 |Zion Memorial Park Cumberland, Maryland 
24. FUN ECTOR ADD REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
Laie z. wmeJAN 28.1965 Corley nage 


23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county) (State) 


TQ HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certificate be executed within @.. after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 


VR AIS ay 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARI ft) 1 


FOR STATE C049% MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
HEALTH DI 1. PLAGE OF BEATH = 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before adm{spion) 
5 i. A TY 
a7 \ Carroll MARYLAND ; ““Waryland es Wicomico 
5 z b. pe eteaei iT Yh A Ra limits, ¢. LENGTH OF STAY iN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 


This certificate should be executed within 24 hours after death. If any delay 


ute the certificate, writing the word “pendin, 


TO DEPUTY . oe 


to the funeral 


. Page 5 may be 


and in any event 


” in pencil in Item 18. Give Pages 1, 2, and 3 


Examiner's Office along with form PM3. 


f 


Page 3 should be used as a burial-transit permit. File pages 1 and 2 
cremation, or removal, 


ge 4 should be forwarded to the Chief Medica 


retained for your files. 
TO FUNERAL DIRECTOR: I a 
of Health or its deslgnated agent, prior to burial 


please exec 
director. Pa; 


VR AISME 
3500 4-64 


Sykesville rs.2moslldyis. _ Salisbury 2A [oh - 22 
d. NAME OF 


SPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. 15 RESIDENCE 
ON A FARM? 


Springfield State Hospital 511 Alabama Ave. vest] nod 
3. NAME DF Fi a 
| > DECEASED rst Middle Last 4 Dee Month Day Year 
(Type or print) ANN MILLS Pen aa vanua ay 27 9. $9 19 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED fe] | ® DATE OF BIRTH 3. AGE {In, years | IF UNDER 1 YEAR]/FUNDER 24HRS. 
last birthday) [Months | Days | Hours | Min. 
Female White wipoweD [7] pivorceo[]| 7-23-43 yrs. | 
10a. USUAL OCCUPATION oe kind of work done | 10b. KIND OF BUSINESS OR Il. BIRTHPLACE (Stete or forelgn country) 12. GITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
None Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John C. Millis Jane Ann Howe 
15. WAS DECEASED EVER INU.S, ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) | (If yes glve war or dates of service) 
No None Records, Springfield State Hospital 
18, CAUSE DF DEATH [Enter only one ceuse per line for (a), (b), and (c).1 INTERVAL BETWEEN | 
PART 1. DEATH WAS CAUSED BY: :, UES yl ti 
ees IMMEDIATE CAUSE (e) Acute asphyxia utes 
: 1 X DUE TO 
Conditions, Hf eny, which )_Possible convulsive seizure Minutes 


gave rise to Immediate 

cause (a), stating the ( DUE TO 
underlying cause last. (o). 
PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 
Chronic brain syndrome associated with convulsive disorder, with 


Od. EXTERNAL CAUSE WAS 
PRIMARY [} or CONTRIBUTING (] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
Hour a. While Not While factory, street, office bidg., etc.) 
at work] at work 


21. | certify that | took charge of the remains described above, held an pe Inspection [_], Inquiry (_], and In my opinion 
death resulted from: ,, Natural causes Accident [], Suicide [[], ffomicide [_], Undetermined manner [_] 
f 


‘19. WAS AUTOPSY 
PERFORMED? 


ves J No [] 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Pert Ii of item 18.) 


‘20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


CHIEF MEDICAL EXAMINER [_] 
vp, ASSISTANT MEDIGAL EXAMINER [_] 22. DATE SIGNED 


PUT EME Baliye p< Lf. 4 
(ated % : ; Ne 


23. NAME OF CEMETERY OR CREMATORY 


ACTUAL 
SIGNATUR’ 
EXAMINER'S ~— : 
wame (type) /We Glenn Speigher 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 


REMOVA} (Specify) 1/2946 , 
~ HOLOAY & COMPANY SALISBIRY MD. 


23d. LOCATION (City, town or county) 


y fe ay A URE 


tg FER. 186 
DATE 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


f 
S 0049 5 po el OF DEATH ue 
5 
3 J 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad, If institution: Residence belora admission) 
y aoe a. STATE b. COUNTY 
3 £ ~ MARYLAND laryland Carro Ld 
is 3 <. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, writa RURAL and give neares! town) 
nN - 7? 
< 2 er it / Westminster he 
= ‘s x d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospital, give streal address) } d, STREET ADDRESS ° een Gg 
y my | 
. Bok W. George St y W._G ves [] No 
= aoiielieaaen 2 x = —. = = - = 
£ nN NRE First ~ Middle last 2 Sere force Ste, Day — 
wn DECEASED 


ATTENDING PHYSICIAN: The law requires that the death certificate be execu 


yy be retained by the hospital or attending physician. 


IRECTOR: After this certificate has been signe 


director, page 3 should be detached for use as the 


Teor KAWCES Eu LAKE MYERS | Sinn =H. DE 


ONSET AND DEATH 


oe says ese MM ETASTATI Cc CAAA TUA0 RL aS ao See 
/ DUE TO _ 
Conditions, if eny, which » CAL c 1A) OALA OF (SA EATS 7 6 2S 


9eVe rise 10 immediete cause 
{2}, steling the underlying 
cause lest. (c) 


3 

Qa 

i 

3 —_ a — —— 

eo 5. SEX 6. COLOR OR RACE|7, MARRIED] NEVER MARRIED a3 8. DATE OF BIRTH 9. eB oer IF UNDER 1 YEAR 

HH 'Y) |Months) Days | Hours Min. 

= Female wipowen [_] pivorceo [] Sept. 28 1899 c yes, | | 

oO Wa. USUAL OCCUPATION [Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 done during most of working life, even if retired) | 

= | _ Housewife pl Virginia ____U.S.A. 

is 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

2 

g sa eu aucher Unknown - 
2 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 

a oH or unkown) | (If yes give wer ordetes ofservice) b 

2 ° _None Mr_Charles:D.M mame ag 2DOVE 

2 (De Mien ik SE : ers iS} 

fl “18, CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (c).] y eo 1K RVAL BETWEEN 

oa 


DUE TO 


E 
é 
= 
= 
a 
3 
4 
: 
g 
e 
2 
j 
a 
3 
a 
¢ 
c 
- 
z 
* 
: 
£ 
2 
a 
Ee} 


3 
3 
> 
z 
§ 
c 
2 
g 
8 
z 
4 
E 
g 
. 
°° 
= 
‘3 
a 
5 
5 
2 
2 
5 
-} 
2 
= 
a 
5 
= 
Fy 
x 
% 
a 
2 
a 
2 
= 
a 
° 
oS, 
= 
z 
Uv 
2 


& PART Il. OTHER SIGNIFICANT ‘CONDITIONS: CONTRIBUTING TO DEATH TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE ¢ CONDITION GIVEN IN %, 19. WAS AUTOPSY 
PERFORMED? 

f e rea 
g|  DiAGEDOS MLMITOS ARE oScléectie HEDIS C LAE Me) ws TI x0 

& |20a. ACCIDENT WAS UNDERLYING QO 2Db, DESCRIBE HOW INJURY OCCURED. {Enler neture of injury in Pert | or Part I of itam 18. ) 

| OR CONTRIBUTING (-] CAUSE OF DEATH 

& |e EITHER, NOTIFY MEDICAL EXAMINER) 

s 20c. TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, | 20f. (City or town) 2 (County) “[State) 

Ss Heuretesat While __ Not While factory, street, office bldg., ete.) | 

= ay 0 et work at work 1 


Z , 1948, that (1) (we) last 
Su, from the causes and on the date stated above. 


2 saw the deceased alive on.. 9C22.., and that eeeth occured at 

22a. SIGNATURE 22. DATE 

| artenbiNe MED. STAFF wy “ SIGN. 
® "Min 1. Vm uv Nite Bam 388 TANG RE 
Hog 22. PHYSICIAN'S 22d. ADDRESS * T " 
Bar | “ave (ee! William L.Stewart We) LOCE Rd. WESTMASER, 40, 
ge Fd 2s, BURIAL, CR [ON.|23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Siete) 
3 VAL (Specify) 

9%9 BOY at 1/29/65 | Locust Grove Cemet. Fre ui 


o 
25a. REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


one JAN 29 1965 __¢Cornbeg (erate, 


24 FUNERAL AL DIRECTOR'S CTOR'S SIGNATURE. ADDRESS 


_C.M.Waltz Box 241 Sykesville, Md, 


VR AIS (4) 
15M 7/61 


® 


2a 
3 SEs 
S Ess 
be 

Ss aS 
Lf sat 
= $35 
ears he 
g 25 
seers 
2 ¢ 
Bon 
=o, 

N Ese 
c "S 
= 3] 
Ss 

3s 

eo 

aS 

ee) 


ransit permit. Then please remg 


ed by the attending physician and completely 
cremation, or removal, and in 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed withi 
Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to buri 


TO FUNERAL DIRECTOR: After this certificate has been si 


VR A15 (4) 
15M 4-64 


\\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 307 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


EASES CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before. Ission) 

a, COUNTY a. Ab b. COUNTY 
MARYLANO 
b. CITY OR TOWN (If out: corporate ‘limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If offtside corporaté fimits, wrlte RURAL and glve nearest town) 
write RURAL and: nearest town) / * 
b (j @. IS RESIDENCE 
t ’ ON A FARM? 
yes(]_no 


3. NAME OF First Middle st 4 18 Month Oay Year 
DECEASED 
(Type or Daty LY, I OEATH [ Ga Ipes, 
6. ae OR RACE 


5 a 7 aa NEVER MARRIED [_] 9: OATE OF a7 9. AGE (In years | iF UNOER 1 YEAR|IF UNDER 24HRS, 


ya Hi Min. 
WIDOWEO bivorced [] VAL 7iL LM 7/9 ge : 


ae Fie aera ee — re ET: 10d. ne ae Pires OR 11. BIRTHPLACE (County & State, or 44. country 
fe, even If re ae oie D7 


. = oon UMA Lice. 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


day) | Months | Days 


12. CITIZEN OF WHAT 


Wit R 


4. MOTHER'S MAIOEN NAME 


(Yes, no, or unkown), s give War or dates of servi ts 
O-4- 2-673) Gert ter. Peuupetiad Yoel 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN 
‘s ONSET AND DEATH 
PART |. OEATH WAS CAUSED BY: 
 IMMEOIATE CAUSE (a) Kemaunbasve fy Stes — freee PAA 


DUE TO ik 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the QUE TO 
underlylng cause last. (c). 


& | PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TD THE TERMINAL OISEASE CONOITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 
= eer 
s ves no] 
= | 20a, ACCIOENT WAS UNOERLYING 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I1 of Item 18.) 
& | DR CONTRIBUTING [] CAUSE OF OEATH 
© | (IF EITHER, NOTIFY MEQICAL EXAMINER) 
3 | 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OGCURREO | 208. PLACE OF INJURY (Home, farm,| 20. (Clty or town) (County (State) 
a Hour a.m, while Not White factory, street, office bidg., etc.) 
8 
= p.m. 19 at work [_] at work 
21. 1 certify that_{l) (this hospital) piste “4 the deceased from____ “EPS, wes, to. 6, 1925_, that (1) (we) last 
saw the deceased alive on______“/¢ 19 25” and that death occurred ato“, from the causes and on the date sete above, 


22a. SIG [ATURE 


7 22. Se 
A E ATTENDING ED. STAFF 
COE xe =) ma oirector [] Pus. 
2e-" PHYSICIAN'S ies ADORESS 


NAME (Type) 


23a. LEP Nan 23b. ia THEREOF a |e OF onl CREMATORY | 23d. i. (City, town or county) (State) 
pecity) 3B, 176 co r Ul p f 4 


ERAL OIRECTOR, 


AOORESS 


whe 


25a. SANT 1 1945 25b. pein ae TURT 


OATE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


M “ CERTIFICATE OF DEATH ( 
§ ir PLACE OF DEATH 2, USUAL RESIDENCE (Where decaased livad, If institution, Residence bYora admission), 
oan se 7] STATE b. COUNTY 
2S Ob. MARYLAND % LIER VLPND CAPR GE LL 
= 28 b. CITY OR TOWN (if oulside corporete fimits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporate limits, writa RURAL and give neerest town) 
en" 3 MW ja, RUR, yh jive n at Son 
£38 WWiye LARS MEIN, WIN DS 6 R je 
23s ME NAME OF HOSPITAL OR Soh TUTION {if not in hospital, giva streat ae d. STREET ADDRESS «1S RESIDENCE 
Sas 
sei Xl CAVROH STREET Nt CAOPEN STRELT se NOR 
= e 3. i fates af jal First Middle ie Last aie elas Month Dey ¥ » 
&(. Orne crim DAISY LEWHLA WeWoanter peas JAY 22 19657 
7 5. SEX 6. COLOR OR RACE|7, ARRIED [_] NEVER MARRIED [ ] | ® DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


"Month 


F 


108. USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY 
dona during most of working li van if ratired) 


3. fiOpse, “5 Sf Ae EPER OWN He Loe 
SAMUEL F6 BERTSON 


TS. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Yas, no, or unkown) | (IFfyasgivewarordatasofsarvica) 
Vs WG. 25 - YASL\ELIZPBET Ht FLESA ING NEW WINPSO FAD 
1B. “CAUSE OF DEATH [Enter only one cause par line for (a), Jb), and (c).) INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ( » n Oo ae ago 
IMMEDIATE CAUSE (a). 
/ X DUE TO ¢ 
conan iy bl which 


| Days 


a1 birthday) 
3 yes. 


11, BIRTHPLACE (County & Stela, or foreign country) 


LIARVLEND 


14, MOTHER'S MAIDEN NAME 


LA BARWES 


Hours | in. 


saa pivorcep [_] JAW B- fGFR 


12. CITIZEN OF WHAT COUNTRY? 


4Sf 


Then please remove ca 


] 
& 
= 
fo) 


(a), stating the undarlying 
causa last, 


fe) 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ‘s 9. WAS AUTOPSY 
= 

a YES ate NO 

= | 20e. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert t or Pert Il of itam 1B.) 

& | OR CONTRIBUTING [1] CAUSE OF DEATH 

© | (If EITHER, NOTIFY MEDICAL EXAMINER) 

& | 20c. TIME OF INJURY Month, Bay, Year) 20d. INSURY OCCURRED / 20s. PLACE OF INJURY (Home, Pact 20f, (City or town) (County) (State) 
a Hour asm, Whila Not While factory, strael, office bldg., atc.) 

= wae 19 at work at work \ 


21. | certify that (I) (this hgspital) attended 


saw the deceased alive on: 
22a. SIGNATURE 


leceased from... WMA A, At wi that (1) (we) last 
ish fond that death occurr i causes and on my date stated above. 
; ; b. DATE 
ATTENDING STAFI tine 
.p. | PHYS. Biron OO prays. Yh 
22¢, PHYSICIAN'S 22d. ADDRESS 


rane ton PRES Wi swS WESTIOINSTER LID... 


23a. BURIAL, “eott ATE THEREOF 4 NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Gin town or county) (State) 
Bena e 


YRS/CS” \Cilbhel oF eb YHIONTO Ww WV LE) 


24 FUINER, IRE: ae 8 wt TURE ‘4 ADDRESS ‘ Ee REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE e 
Lb Mavigdy, ZZA Liu le erasers oar JAN 2 6 [Horbeg Nasdge. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event; 


director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
death. Page 4 may be retained by the hospital or attending physician. 


VR OATS (4 
20M 5-63 


—a* 
vs 


\ 


“MO 
Ss 


papers. Pages 1 and 2 should 
72 hours after death. 


-ompletely filled in by the funeral 


‘equires that the death certificate be executed within 24 hours after 


g_physici 
signed by the attending physician agd 


transit permit. Then please remove 
|, cremation, or removal, and in any ever 


death, Page 4 may be retained by the hospital or attendin: 
TO FUNERAL DIRECTOR: After this certificate has been 
director, page 3 should be detached for use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN; The law r: 
be filed with the State Dept. of Health prior to burial, 


VR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00498 _CERTIFICATE OF DEATH 0495 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Rasidance before admission) 
PCOpIEIY, e, STATE Q b, COUNTY __ Hs 
i MARYLAND Balto. Le 
b, CITY OR TOWN (if outside corporata limits, e. LENGTH OF STAY INIb || ¢. CITY OR TOWN (if outside corporate limits, write RURAL and give neerest fown) 
write RURAL end give neeres! town) ‘ 
- Sykesville Reisterstown OMS Kee 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS a rs a=, _ . IS RESIDENCE 
- ‘ ON A FARM? 
|__ Pullen Nursing Home _ Piney Grove Road ves [] No [] 
3. NAME OF — Flis Middle ¥ lost | 4a. DATE Month Dey Yer 
DECEASED TJ. OF 
(Type er print] William De ES S B fo) Rv DEATH Jan. 27, 1965 
pS SEX 6, COLOR OR RACE) 7_ MARRIED [7] NEVER MARRIED [-] | 8: DATE OF SIRTH 9. AGE (In yeers |IF UNDERT YEAR) IF UNDER 24 HRS. 
. 5 ) bithdey) |"Months| Deys | Hours | Min. 
Male White | wows] pivorcep[]| Jane 16, 1875 On. | 


10e. USUAL OCCUPATION (Gi | 
done during most of working lif 


Farmer 
13. FATHER’S NAME 


Daniel Osborh 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, or unkown) | {Ifyes give werordetesof service) 


Ti. BIRTHPLACE (County & State, or foreign country) 
Maryland 


14. MOTHER'S MAIDEN NAME 


Anne Akehurst 
17, INFORMANT “Address 


12. CITIZEN OF WHAT COUNTRY? 


USA 


kind of work 10b. KIND OF BUSINESS OR INDUSTRY 
even if retired) 


16. SOCIAL SECURITY NO, 


_212-)0-8375 


18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) 3 
i de. ee. 
of ws DUE TO 
Conditions, if any, which (b)_ 


geva rise to immedieta cause 
(a), steting the underlying 
c 


se lest. — te) 


z PART Il. OTHER SIGNIFICANT CONDITIO@S CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)] 19. WAS AUTOPSY 
co} RFO! 
3 yes [] no [] 
= | 20a. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert 1 or Pert Il of item 18.) z . 
& | oF CONTRIBUTING [1] CAUSE OF DEATH 
& | (F EITHER, NOTIFY MEDICAL EXAMINER) 
$ | 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, form, ) 201. (City or town} (County) (State) 
5 Weer Ain, While __ Not White factory, street, office bldg., ete.) { 
= nine 19 at work et work [_] i 
21. | certify that (I) (this hospital) attended the deceased from. < eer iif aS wep 19.29 that (I) (we) last 
saw the deceased alive on. AZo vcvcnnlXg.S, and that death occurre VSM, from the causes and on the date stated above, 
22e. SIGNATUR 22b, DATE 
ATTENDING MED. STAFF SIGNED 
Z Mp, | PHYS. Director [] Pus, [7] 


22c. PHYSICIAN'S 
NAME (Typa) 


22d. ADDRESS 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
OVAL +{ Specify) : 
BUSS TP 1/30/65 Pleasant Grove Boring Ma. 
‘24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 


J. F. Eline & Sons Reisterstown, Md. 


25e. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
of AN 2 9 fiorts 3 Fie 


_— 


The law requires that the death certificate be executed within 24 hours after death. 
on papers. Pages 1 and 


letely filled in by the funeral 
ithin 72 hours after de 


Then please rem 


burial, cremation, or removal, and in an 


zor 


ficate has been signed by the attending physician and c 
he burial-transit permit. 


hospital or attending physician. 


ING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certi 


@ 


TO HOSPITAL OR ATTEND! 
led with the State Dept. of Health prior to 


director, page 3 should be detached for use as t 


Page 4 may be retained by the 


should be fil 


YR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ‘ Wats 


CERTIFICATE OF DEATH WU406 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssjon) 
a. COUNTY a. sare b, COUNTY 
Carroll MARYLAND ryland Baltimore Ci ty 
b. CITY DR TOWN (If outside coi porate, limits, c. LENGTH OF STAY IN 1b || c. CITY . q WN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Sykesville ly. 2m. 16 flys. Baltimore 3 Le 
‘d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, ave street address) ivr STREET ADDRESS 8. caged ibeags 
Springfield State Hospital 925 North Gilma ves ]_no 
3. NAME DF First Middle Last 4, DATE Month Day ‘Year 
DECEASED OF 
(ype or print) KATIE (nmn ) PADEN DEATH Janua 19 
5. SEX 6. COLOR OR RACE | 7, MARRIED [3d NEVER MARRIED 8. DATE OF BIRTH 9, AGE (In years |IFUNDER 1 YEAR |IFUNDER 24HRS. 
seRNEY O last binthaay) fee Days | Hours | Min. 
Female Negro widoweD [7] pivorceD[]| 9=Ly21 yrs. 


10a. USUALOCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR ‘IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working tife, even If retired) INDUSTRY COUNTRY? 


Presser South Carolina U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Madison Mallory Lila Hunt 


15. WAS DECEASED EVER INU.S, ARMED FORCES? 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No 250=20-9h17_| Records, Springfield State Hospital = 
16. CAUSE OF DEATH [Enter only one Cause per line for (@), (b), and (c).d INTERVAL BETWEEN 


16. SDCIALSECURITY NO. | 17. INFDRMANT ‘Address 


PART |. DEATH WAS CAUSED By: A . . : GD Tges itl 
: IMMEDIATE cause @)_Arteriosclerotic heart disease & diabetes Years _ 
t DUE TO 
Conditions, If any, which (b) 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. 


©) 
& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) | |19. WAS AUTOPSY 
= pean 
S Chronic brain gyndrome associated with alcohol intoxication, with ves] No Bal 
= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part IT of Item 18.) * 
& OR CONTRIBUTING [] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (City or town) County) (tate) 
a Hour a.m. factory, street, office bidg., etc.) 
a . while — Not While 
= p.m. 19 at workL_}_at work [J 


21. | certify that (1) (this hospital) attended the deceased from_1O=17=43 , 39 e ort Ct oe pocamperye ___, that (1) (we) last 
saw the deceased alive on___L ljm65__19___, and that death occurred a he causes and on the date stated above. 
an. ~ ey | 22b. DATE SIGNED 
a19% mo. Save NS] Bievcror C] buys. C| 1-65 


sical | 22d. “ADDRESS ~ Springfield State Hospital 
23a. BURIAL, EREMATIEN WEL atta roe Se OF CEMETERY OR CREMATORY BP ee eee or county) (State) 
EMOVAL (Specify) ot «<< 
pe Ha Soe Wt 
. FUNERAL DIRECTOR ADDRESS 25a. REC'D 8 date 25D. REGISTRAR’S SIGNATURE 


Ce ee o ST | AAN 11 1965 jyzzeten 
7 ae . 


al or attending physician. 


Page 4 may be retained by the hos; 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within “ hours after death, 
TO FUNERAL DIRECTOR: 


VR ALS5 (4) 
15M 4-64 
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of Health prior to burial 


director, page 3 should be detached for use as the bur! 
filed with the State Dept. 


should be 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutl 


00509 CERTIFICATE OF DEATH on499 
jon: Residence before i ie 


a. COUNTY a. STATE b. COUNTY 


write RURAL and give nearest town) 


Carroll MARYLAND Maryland Baltimore Ci ty 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate IImits, write RURAL and give nearest town) 
2. Ape 


Sykesville 2Tyrs.2mos .3dys 4 Baltimore 2 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glvo street address) || d. STREET ADDRESS e. TS RESIDENCE 
Springfield State Hospital Unk. vesl] no&] 
3. Laat a First Middle Last 4, re Month Day Year 
(Type or print) PHILLIP (NaN) PAULUS DEATH January 25 4965 
5. SEX 6. COLOR OR RACE | 7, marRiep |] N TED 8. DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR IF UNDER 24HRS, 
es ley Ea ENLE last birthday) Months | Days | Hours | Min, 
Male White wipowep [7] pivorcen fx] | Unk. 57?__ys. 
10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TE. BIRTHPLACE. (County & State, or forelon country) | 12. CITIZEN OF WHAT ——// 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Laborer Germany . 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Unk. Unk. 
OpsgWAS DEGEASED EVER INU:S. ARMEDFORCES? 16. SOCIAL SECURITYNO. | 17. INFORMANT ‘Address 
a ‘yes give war or dates of service: ;. 
No None Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter onl 5 INTERVAL BETWEEN 
PART | nemc wie ced as, age a ee NSE LANO DEATH 
FARY 1 OEATMMEDIATE CAUSE (a)__Uremia vays 
/ 
C DUE TO 
Conditions, If any, which Renal failure Jays 
gave rise to Immediate i. + 
cause (a), stating the ( OUE TO 
underlying cause last. (c) i Months 
& | PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) (19. WAS AUTOPSY 
= ‘i ——s oo 
S| General paresis. ves] No fod 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
& | OR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) Gtato) 
a Hour White Not While factory, street, office bidg., etc.) 
= at work at work 


21. | certify that (I) (this hospital) attended the deceased from 11-22-37 _, Qo By oat 19____, that (1) (we) last 
saw the deceased alive on__b=25-65 , and that death occurred at_*““~M, from the causes and on the date stated above. 
22a, SIGNATURE awe a 22b. DATE SIGNED 
(EE mo, BRVS NS Bintcror C1 PHYS. | 1-26-65 
22¢. PHYSICIAN'S F 22d. ADDRESS Srrine field State Hospital 
NAME) Octavio A. Ruiz, M.D. | Bere “ 
23c. NAME OF CEMETERY, OI 


i 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 
REMOVAL 


L (Spec! L-B 0265 


EN 23d. LOCATIO! ty, town or county) jtate) 
y "ee Zoowces : ) 
ja. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Wis 
Je FEB 11965 (Cuore 


005074 MARYLAND STATE DEPARTMENT OF HEALTH 


gw 1 


ORE 1, MARYLAND 
ivision of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIM' , if 298 
Tgens Jeet film MEDICAL EXAMINER'S CERTIFICATE OF DEATH = 
one 2-e-65_ ans 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before a 
HEALTH DEP 7. PLACE OF DEATH ere >. COUNTY ¥ 
a. COUNTY Maryland Carrol — 
; peetoeL i LENGTH aa ns C. CITY OR TOWN (If outside corporate limits, write RURAL end give neares 
= 3 limits, c | 
Bes 8 b. CITY OR TOWN (If outside corporate q 
28 > és write ppetee! Seem Saas Manchester e arse 
o a. STREET AD ona 
@: a5 d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street eddress) / $ aa eon 
= os d = 
2a 2. Maple Grove Road ! a ‘imal bay ane 
ao2 8S! Apa Middle Last | LS 65 
$ io DeCease 4 DEATH Januar 20 19 
aes 29 Clype or print) MOSE Laie aa o 2 = nl ee FUNDER 29, 
: fe i: 7 In. 
ave = 5 SEX 8. COLOR OR RACE | 7, MARRIED [9 NEVER MARRIED [—] | 8 AT! HAG g. a rt! #5 heron Hours | in 
3 =e ; ‘ D at ey yrs. 
2 gs #5 Male White | _wipoweb [| ab beslde: BIRTHPLACE Aplate or forejgn country) =e 
Ses ve 10a. USUALOCCUPATION (ive Kind of work done| 105. KIND OF BUSINESS OR 4 nt, EAP 
Soe se during most of irking life, even If retired) INI 
#5 = elon tr 14. MOTHER'S MAIDEN NAME 
ose Wirtr Litrato 
tants . Reltiten hy ; 
gp ress 
£58 TALSECURITYNO, | 17, INFORMANT ) 
“£2 35 JG, WAS DEDEASED EVER INU.S. ARMEDFORCEST 16. SOc a Q y 
Neo ES (Yes, no, pe unkown) as vm ie Yyio-0 7- ¥ “Mu Wee le (AL Ue ee eee 
£35 Es and (¢)-1 ONSET AND DEATH 
ee Ee 18. CAUSE OF DEATH {Enter only one ceuse per line for (a), (b), . a 
=a— a8 PART |, DEATH WAS CAUSED BY: Multiple gunshot wounds 
BES #5 * IMMEDIATE CAUSE (a) 
a go GIIK DUE To 
3 Se 
Sen 22 Conditions, If any, which ‘ty 
ess £8 gave rise to Immediate poe 
SP= 3 s cause (a), stating the ee 
Bee ce under lying ¢ause [est ie) "THE TERMINAL DISEASE CONDITION GIVEN INP Was AUTOPS| 
2ss Sanna OTe ING TO DEATH BUT NOT RELATED TO 
SEs 82 & | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH fe NOC] 
$22 32 2 HOW INJURY OCCURRED. (Enter nature of Injury In Part [or Part Il of item 18) 
a2 ot AE 20b. DESCRIBE ; 
= w2 © 20a, EXTERNAL CAUSE WAS 
t2, 45 = | PRIMARY [4 or CONTRIBUTING (1 Es 
: = 38 3 ee mice cen pi tercatton farm,| 20f. (City or town) (County) (State) 
2 $ ee 3 | 20c. TIME OF INJURY Month, Day, Year | 20d. eee xi ovysteeomtebide, ee} on barely? a 
Zis % & 6 Hour Be 1 20 Ao Ae at work ge a ee a 
zZe3 & = =a i i held an Autopsy , 
=e2 a2 21. | certify that | took charge of the remains, rie ae : icide TC], Homicide PX], Undetermined manner [7] 
833 25 olden i ' 
cee ee death resulted from: Natural causes [_], / A , iveeiueo eh anne staal 
aS = he TUAL f M.p, ASSISTANT MEDICAL EXAMINER [3% ipa 
gee =2 STGHATUR DEPUTY MEDICAL EXAMINER [_] 1/2 
48a5_5 Address (Street, city, town, or county) = 
Eee ze A RAME (Typ8) Charles S. Petty, M.D. oa Paielicer doar oni a anenT State) 
Ress se 238. BURIAL, CREMATION,| 23b. DATE THERSOF 23. NAME pF me 0 ef, 
sesn : Speclty) : R . 
estes ave 2Y6 § RESE 4 258, REC'D BY REGISTRAR | 25D. REGISTRAR’S a 
Beets mL MA —_|pme JAN 26 1985 fora Dectge 
VR AISME — 
3500 4-64 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND . 


120a. ACCIDENT WAS UNDERLYING [is 
OP CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Entar natura of injury in Part | or Part Ill of itam 18.) 


20c. TIME OF INJURY Month, Day, Year 


Hour a.m, 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Not While factory, streat, offies bldg., ate.) | 


‘at work - 


MEDICAL CERTIFICATION 


5 19 
. 1 certify thats) (this hospital) attended the deceased fromMay....15..... 91 61 todanuary... 2k 19. 65 that @ (we) last 
saw the deceased, alive on.anuary... AL cs 1965. .. and that death occurred aI, from the causes and on the date stated above. 


Wes ING MED STAFF 22h Oo 
5 ATTENDI 
ad uns MAN mp, | PHYS. [1 pirector [7] pHs. Bt January 21,196! 
22c, PHYSICI 


22d. ADDRESS 


death, Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


director, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evedt, 


CERTIFICATE OF DEATH 
8 00502 ( ] 
a \. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: 14s balore edmission). 
a a ne “ . COUNTY a, STATE b, COUNTY 
3 2c Carroll MARYLAND ‘Maryl land = v = 
Es b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN ib €. CITY OR pOrTomn (If outside corporate limits, writa RURAL end give naeras! town) 

Ps a Es writa RURAL and giva nearest town) 

© 333 Sykesville (rural) 3y 8m 06a Baltimore City %< — 
= 897 4. NAME OF HOSPITAL OR INSTITUTION (if not in hospilel, giva streat address) d, STREET ADDRESS @. 1S RESIDENCE 
3 Eas ON A FARM? 
3 322) Springfield State Hospital _ 625 S. Port Street ves (] No Gd 
$ saa AME OF First “Middle = Lat DATE =—~— Month ~ Day Yeer 

z a8! DECEASED OF 

g bce Wee erpim) = Peter Andrew Peterson DERTE OC Jemnary). 21 1965 

8 2 =] 5. SEX 6. COLOR OR RACE) 7. mannieD [] NEVER MARRIED [J] 8 DATE OF BIRTH 9. AGE (in years |IF UNDER1 YEAR| IF UNDER 24 HRS, 

last birthdey) |"Months| Days | Hours | Min. 

2 hes Male White wiowe[] vivorco[-]| 7-24-92 yrs. | | 

2 a TOs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | Ti, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= g done during most of working life, even if retired) 

5 £ ardner -- Maryland | U.S.A. 

£ g 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME so Z r 
5 

3 30 Peter A. Peterson Katherine Hines 

2 s 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address a 
= 82 (Yon pp, or unkown) | (Ifyexgivawar or datasof servica) 

z ° -- 212-05-871 Hospital records Sykesville, Md. . 
rt 18, CAUSE OF DEATH [Enter only ona cause per lina for (e), (b), and (c).] = — "| INTERVAL BETWEEN 

£ PART |. DEATH WAS CAUSED BY; Bil t al. b he m: 7 OT cee a 

z ‘ IMMEDIATE CAUSE (8) avera ronchopneumonia _ 3 aa! 
2 hoa DUE TO 

2 7 Conditions, if any, which (b) oe 
2 immediete cause . F = i 

the undarlying ( PUETO 

FA cause last. (e) | 

‘| G ARTIS OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) 19. WAS AUTOPSY 
3) ronic brain syndrome with cerebral arteriosclerosis with ie esr 
é _psychotic reaction. Sista 
a 

Lo] 

Ss 

=] 

a 

a 

i 

& 

4 

Cd 

o 

4 

=] 

7 

123 

re) 

o 

° 

= 


NAME (Typa) 
| mm tise Kamm, M.D. __ Sykesville, Maryland. — 
‘23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town ‘or county) (State) 
we oe | 
Hie ae ee i 


apy ol nS i E 2. oh REC’D BY REGISTRAR | 2Sb. REGIST! YS SIGNATURE 
"Bocas, | vate JAN bho Nesaigte 
* 


ee 
FOR STATE 
HEALTH DEPT. 


wd 
eee § 
Ez Es 
s=e So 
Zo se 

oD os Cr 
— oO 2 

oe 8S / 
co n 

Bi fo 
Rd } 
= : ; 

=] 


encil in Item 18, Give Pages 


Examiner’s Office along with form P 


” in pi 


f 


ficate should be executed within 24 hours after death. If any delay 
Page 3 should be used as a burial-transit permit. File pages 1 and 


NER: This cert X 
lease execute the certificate, writing the word ‘“pendin 


files. 


TO FUNERAL OIRECTOR: 


4 should be forwarded to the Chief Medica 


10 DEPUTY MEO! 
director. Page 
retained for your 


D 


VR AISME 
3500 4-64 


and in any event 


cremation, or removal, 


of Health or its designated agent, prior to burial, 


a 


g 


MARYLAND STATE DEPARTMENT OF HEALTH 


at BESTSTCAL RESE RCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 00500 
1, PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY a, STATE b. COUNTY 
MARYLAND Maryland 
IN (If outside corporete limits, write RURAL and give nearest town) 


Garroll 
b. CITY OR TOWN (If outside corporate limits, | . LENGTH OF STAY IN 1b || c. CiTY OR Tl 


write RURAL and give nearest town) 
age Beasess 22 fa 
E OF HOSPITAL OR INSTITUTION (If not In hospital, give street eddress) || d. STREET ADDRESS @. 1S RESIDENCE 


a. 


SPRINGFIELD STATE HOSPITAL 227 S.Bobi Bal uA{l vet) uae 
3. Renee First Middle Lest | 4. pele Month Day Year 
(Type or print) NANCY F. PETRECCA DEATH =January 30 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED DX] | 8 DATE OF BIRTH 9. AGE (tn years | FUNDER 1 YEAR FUNDER 24 HRS. 
Female White wipoweD [7] DIVORCED {} 3/25th-1922 yrs. int hong eK, = 


10a. USUAL OCCUPATION (Give Kind of work done 


1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 
during most of working life, even If retired) INDUSTRY 


12, CITIZEN OF WHAT 
COUNTRY? 


vega. 


Housekeening 


Baltimore 
13. FATHER'S NAME ore Ma. 


14. MOTHER'S MAIDEN NAME 


Domenico Petrecca Lucia Pugliese 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) ee St. 
no Lucia sf 2278 i 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 ~ INTERVAL BETWEEN 
PART J. DEATH WAS CAUSED BY: ios i i 8 is e 
PART | DEATH MEDIATE CAUSE (a) Arteriosclerotic cardiovascular diseas 
Yan, | DUE To 
Conditions, If eny, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 
& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART (a) |19. WAS AUTOPSY 
3 ves [J NOT] 
& | 20a, EXTERNAL CAUSE WAS 2Db, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part II of item 18.) 
| PRIMARY C1 or CONTRIBUTING () 
£1) CAUSE OF DEATH. 
| 2De. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |2De. PLACE OF INJURY (Home,farm,| 2Df. (Clty or town) (County) tate) 
a Hour e. while Not While factory, street, office bidg., etc.) 
a 
= .m. 19 at work [| at_work 
21. I certify that | took charge pf the remains described above, held an Autopsy |, tnspectipn [_], Inquiry [_], _and in my pplnion 
death resulted from: , Natural causes F&], Accident [_], Suicide ,  Hpmictde , Undetermined manner {_ | 
6 4 CHIEF MEDICAL EXAMINER 
ACTUAL / 22. DA’ NED 
SIGNA tine CS vip, ASSISTANT MEDICAL EXAMINER [3x] se io 
Ss: DEPUTY MEDICAL EXAMINER [_] 1-31-65 
NAME (Type) John_E. Adams ,M.Raéaress (Street, city, town, or county) 
2a. Revie er | 236. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gta 3 
specify 4 M 
i Feb.4 1965 | Holy Redeemer Cemeter ex Belair Rd, he). 
2. RAL DIREC ADontoE =” — =U) 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


be aude ollr eee, 322 S.High st DEER 94966 IPL aaeBg anelge 


s that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by thi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


< 


20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAT i 
y) 


00504 CERTIFICATE OF DEATH 
i. PLACE OF DEATH .. 2, USUAL RESIDENCE (Whera deceased lived, If institutlon; Residence before admission) 
a a, COUNTY a. STATE b. COUNTY 
n Carroll ___ MARYLAND || Maryland Howard 
.) b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN tb c. CITY OR TOWN {if outside corporate limits, write RURAL and give neores! town) 
a write RURAL and give nearest town) 
rd Sykesville 2 years Mt, Aimy © ./3 7- Ds -* 
o i. dd. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS e. IS RESIDENCE 
Sal ON A FARM? 
& 3 waneoebtten Nursing Home. ee ee 
25 3. NAME OF Firsl Middle Last 4. DATE Month Day Year 
at DECEASED OF 
int) “$ * : EAT! 
e a ype Saget v J ne Phase pete s a Jan, 24 1965 
o 8 3. SEX 6, COLOR OR RACE|7, ‘MARRIED [] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
By 4 last birthday) eal Days | Hours | Min, 
ude Female White wipowen [t_vorcio[]| Oct. 30, 1878 86 oy. 
ge Ta, USUAL OCCUPATION (Give kind of work _ | 10b. KIND OF BUSINESS OR INDUSTRY | Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
38 done during most of working life, even if retired) ~ 
4 
35 Housewife Own home Montgomery Co., Md. | USA 
B 9 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
a 
£3 
oo Jeremiah Watkins Annie Moxley M¢ - 
s cs 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
S = {Yas, no, or unkown) | (Ifyesgivewarordatesof service) 
2 No_ =e None _ Nowlin S. Phillips, Ellicott City, Md, 
1B. CAUSE OF DEATH [Enter only one cause per for (e), (b), and (c).] = y INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: i ' F ONSET ANDES 
‘ IMMEDIATE CAUSE (a) ___ Artheriosclerotic heart disease —_ $3 
to DUE TO 
Conditions, if any, which ()\___Cardiac failure, bronchial pneumonia “| 1966s Se 
gave ri }o immediata cause 


{a), stating the underlying DUETO 


cevesalel \_Kd. ema,arteriosclerosis_seneralised Jan, 24,_65 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 


ez 
o eee PERFORMED? 

s yes [] no LJ 
© | 20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 1B.) a Z o 
& | OR CONTRIBUTING (CAUSE OF DEATH 

G | [IF EITHER, NOTIFY MEDICAL EXAMINER) 

< 20c. TIME OF INJURY Month, Day, Year | 204. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 

= HeGiene While Not While factory, street, office bldg., atc.) | 

= ae 19 et work |] at work [_| 


2. | certify that (I) (this hospital) attended the deceased from....... 4 , that (I) (we) last 
saw the deceased alive on...J&te....2: 19.65..., and that death occurred at6. .P4M, from the causes and on the date stated above. 


22a, SIGNATYRE 


22b. DATE 
y= ATTENDING MI STAFF SIGNED 


mo. | PHYS. EI DIRECTOR 1 prays. (1-26-65 


22d, ADDRESS 


22e. 


PHY! 
NAME (Type) 


Howard E, Hall, MD. Sykesville, Maryland 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION {City, town or county) (State) 
REMOVAL (Specify) 
i Clagettsville, Md, 


Burial Jan,27,1965 | Montgomery Meth, 
24 FU L ECTOR’S SIGNATU! ADDRESS 25a, REC'D BY REGISTRAR | 25b. as al eee jal RE 
we Flan Po nsaasen, Mde var JAN 27 1965 £ 2 a 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 


director, page 3 should be detached for use as the burial-transit permit. 


The Saw requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


= 


Pages 1 and 2 


ithin 72 hours after death, 


letely filled in by the funeral 
jon papers. 


lease rem 


t 


-transit permit. Then 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and In ai 


After this certificate has been signed by the attending physician and 


director, page 3 should be detached for use as the burial 


VR A1S5 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00505 CERTIFICATE OF DEATH 00549 
1 PLAGE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutioh: Resi fore admission) 


2 a. STATE b. COUNTY 
Carroll MARYLAND Ma, Baltimore City. 
B. CITY OR TOWN (IF outside corporate Timits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town 


write RURAL and give nearest town) " os 
Sykesvil dos } dys Baltimore Jnrol- a 
. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS [< 6. 1S RESIDENCE 
Springfield State Hospital 1840 Lorman Street ves] nobel 
3. NAME DF First Middie Last 4. DATE Month Day Year, 
DECEASED DF 
(Type or print) FRANCES (NMN) RHONE DEATH January 25 19 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[]| & DATE OF BIRTH 9. AGE (in years [iF UNDER 1 YEAR|IF UNDER 24 HRS. 
last birthday) Months | Days | Hours Min. 
Female | Negro WIDOWED &] —_—bivorceD[-]| 5-15-1898? 66? yrs. 
1Da, USUAL DCCUPATION (Give Kind of work done | 10b. KIND OF BUSINESS DR ] 11 BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
None Virginia U.S.A. 
13.” FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Edward Hayes Martha Miller 
15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SDCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No Unk. Records, Springfield State Hospital = 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: . : . $ Gage he ORE 
oo *IMMEDIATE CAUSE (2), Myocardial infarction hours 
a Dy DUE TD 
Conditions, If any, which dil i Ss 
gave rise to Immediate @ F -nrs.—or dy 
cause (a), stating the DUE TO k A : 
underlying cause last. ©. Arteriosclerotic heart disease years. 
& | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TOTHE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. WAS AUTOPSY 
& 5 alld ¢ PERFORMED 
s YES no [7] 
= 2Da. ACCIDENT WAS UNDERLYING A 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
fj | OR CONTRIBUTING [> CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 20c._TiME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De, PLACE OF INJURY Home, farm,| 2bf. (City or town) (County) (State) 
= Hour a.m. factory, street, office bidg., etc.) 
a While — Not While 
= p.m. 19 at work at work 


21. | certify that (1) (this hospital) attended the deceased from. 
saw the deceased alive pn_1=25=65 ___19___, and that death occurred ai ; 
22. DATE SIGNED 


mo. PAVE NS] Blntoron C1 favs. (1-25-65 
NS cc , 22d. ADDRESS Springfield State Hospital 
ye) Agustin del Campd, M. D. 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23¢, NAME QF CEM) €RY } CREMATORY 23d. LOCATION {Clty, town or county) (State) 
29U/65\ FH dL. 
RE 


REMOV/ ee 
. ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATU! 


19___, that (1) (we) last 
the causes and pn the date stated above. 


7 PH 


ye L DIRECT, sorld. ne ries 


VR A1S5 (4) 
15M 4-64 \\ 


TO HOSPITAL é Dn PHYSICIAN: The law requires that the death certificate be executed within e. after death. 


tie 


Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00505 CERTIFICATE OF DEATH 09503 


gs 
se 1. PLACE DF DEATH i tution: 
ges 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
age 2. COUNTY, [Garo 1A; a. STATE b. COUNTY 
Mg je Me 
2.8 b. CITY OR TOWN (if outsid te Ti ven Maryland ft tf 
oo or . te 
Bee i a ae eutatdercoy rae imits, ¢. LENGTH OF STAY IN ib || ¢. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
= 3 Sykesville fyr.9mq Lida. ||_ Cumberland TX 
aS es NAME OF on OR INSTITUTION (If not In sig give street address) || d. STREET ADORESS @. TS RESIDENCE 
x . : 

bs pringfield State Hospita 
Se £ Zo Homewood Rt.1 ves} na] 
SS5= 3. WAME OF First Middle Las' 4. DATE Month ay ‘Ye: 
3S | DECEASED $ 
ee . cata Taze Robinette | OF rH Jan. 30 i 85 
5\ 5. SEX 6. COLOR OR RACE Oty) & ATE OF BIRTH, 9. AGE (In. years | IF UNDER 1 YEAR ||FUNDER 24 HRS. 
8y Male White 7, MARRIED [] NEVER MARRIEO ee a3 Tost birthdays /Months | Days | Hours j Min. 
BES WIDOWED |] OIVORCED [] yrs. | 
ae 1Da, USUAL OCCUPATION (Give kind ofwork done| 10b. KIND OF BUSINESS OR TI, BIRTHPLACE (County & State, or'fokeion country) | 12. CITIZEN OF WHAT 

2 
s gz during angst Of Wp yee If retired) INDUSTRY Maryland COUNTRY? 
orm oe. SEE EE 
Sk 13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME a 
oc> 

sé 4 
EEE James Robinette Emmy Duckworth 
ae 15. WAS DECEASEO EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
Bes (Yes, nto, or unkown) | (If yes give war or dates of service) 
Se : s 
Seis No None Springfield State Hosy. Records 
P=] ~ of 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 
Be's PART I. OEATH WAS CAUSED BY: bs 7 , ONSET AND DEATH 
255 \ . IMMEOIATE CAUSE (a) 
gan 4D A ouE T 

23 Sone If a which “4 both lungs days 
a gave rise to immediate 
Dao 
227 cause (a), stating the DUE TD . 4 Y 
Pa underlying cause last. (Multiple gangrenous septic decubutus ulcers. months 
oo orown ASUS eee ao 
Soe 9 5 PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUTNOT RELATEO TO THE TERMINAL DISEASE CONOITION GIVEN INPART 1(a) 19. WAS AUTOPSY 
232 | : f A " F F * 
858 °~/2|Chronic Brain Syndrome associated with Convulsive Disorder Yes Not) 
eos = ca ee Pe ae BF 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I1 of Item 18.) 
822 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2238 % | 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 200, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
paar) Ss Hour a.m, whtle. —Not White factory, street, office bidg., etc.) 
£28 3 p.m. 19 at work{_] at work [1] 
<= 7 A * 
ase 21. | certify that (1) (this eu attended the deceased from_y=19-56 __, 19__, to_1=309-65 , 19___, that (1) (we) last 
efe saw the veal alive on. 19____, and that death occurred at-Z.s m the causes and on the date stated above. 
ras : 
Boe ss SIGH, | Wy aS Oye 
fou 7 eee; : ATTENDING MEO. STAFF = pee 
5 oS ee A, O40. [)_irector [) Pays. Q 
gee 2 ~FiiYSICIANS 7 Ea pons 
ass / NAME (lyre) Antonius Gkahn, M.D. | pringfield State Hospital, ee 

sz 
Res URIAL, CREMATION,| 23b. rag ‘OR CREMATO! 23d, LOCATION,Clty, town or cme 
ots EMOVAL 


25a. “REGO 25b. REGISTR vem 


EER 9 1964 ; Neage 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


RN507 CERTIFICATE OF DEATH 0504 


ood 


b. aN OR Shy (If outside corporote limits, write ee LENGTH OF STAY IN Ib c. CITY OR TOWN (If 


d. NAME OF 


7a) Meee Astsbow / 
SPITAL (If not in hospital, give street Co d. STREET ADDRESS e. IS RESIDENCE 
a OR INSTITMFION Ava 


%. ON A FARM? 
< 9 Lt enh rte UML ves 0) Noy 
3. NAME OF First Middle Lost 4. DATE Month s Year 
gpl Bei Pore ce & Mehr baug A | Sa Spwus 19 6I7 


6. COLOMOR RACE |7. _Lfa EVER MARRIED (_] | 8. DATE OF a 9. AGE (In years toon ks iki YEAR] IF UNDER 24 HRS. 


z e 

® 3 1. PLACE OF DEAT 2, USUAL RESIDENCE (Where deceated lived. If institution: Residence bpfore odmission) ——/ 
- = 5 kee/, Vs maryiano || & STATE & COUNTY J 
ses de corporote limits, write RURAL and give nearest town) 

Bg 9 ind give pearest towa) - 

oS 

5B 

€ 

= = 


@ 


Pages | and 2 shauld be filed with 


S. SEX 
} . lost birthdoy) [Month H Min. 
(T) fi Wivowen pivorceo [) July SL ASE Oo ay ay . jours Ga 
USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign pati 12, CITIZEN OF WHAT COUNTRY? 
during, most of worki even if retired) 
4 eee dpa Derr Pham ag hpaaicteinn wx SA A 
THER'S MAIDEN NAME 


13. FRTHERSNAME é 2. ig 
aS Lh ZPD | eae SY = 

1S, WAS DECEASED EVER IN U. S. ARMED cs oaing 17, INFORMANT ‘Addr 

fas, 60, oF tnkrewa} IF yas oieel erin es! oF SAT * 


18. CAUSE OF DEATH [Enter only one couse per line fora), (b), ond (c)-] INTERVAL BETWEEN, 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o| 


Then please remave carban papers. 
in, or remaval, and in any event, within 72 haurs after death. 


be 
Y3ol DUE TO Za 
; mt 3 =F ; b . Gh 4, es 2 
3 Canditions, if ony, which rn & die wate! ‘ 
E gove rise to immediote 
& couse (0), stoting the under. ( CUETO 
= lying couse last, el 
5 Pant lJ. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
1 a= is ae PERFORMED? 
: —$—<—$—_ yes] NO 
20a. ACCIDENT WAS. Miers per, 20b. DESCRISE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING*EPCAU: A ee ee 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour 0. m. While eet vile foctory, street, office bldg., etc.) ! 
p.m. ot workef=pohw H ae 


21. | certify that (1) (this haspital) attended the deceased fram__/ — 46 W6S 10-76 , 192 that (1) (we) last 


After this certificate has been signed by the attending physician and campletely filled 
MEDICAL CERTIFICATION, 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hi 


lhe haspital ar attending physician. 


% Y i i Fi 
page 3 shauld be detached for use as tbe bur 


the State Baard of Health prior ta burial, cremi 


saw th¢ dgceased alive on _ 7/4 @ ___ 19497 and that death accurred Ett A. M, fram the causes and an the date stated abave. 
To. SIGNATURE 2b. DATE 
p P f ATTENDIN' MED. STAFF Aw 
4 [yy M.D. | PHYS. Se pirector CF) _PHYs. 1) 7; 
O25 V ee - 72d, ADDRESS 
z td 
Zig | LL Ztaceph E Bus LID LEAD._LVatyfarcl 
Bs 2 DER ACENaNG JON, nA DATE THI pet NAME OF CEMETERY OR PREMATORY: 23d, LOEATION 5g town, pr coudsT) (Stote) 
~S ‘ ‘ 
Sita JB 1G2\ 7-7 SS ehS famelery \belen Ka KA iD ’ 
‘A ini ' Po pala HIG ADORE : ( fo. REC'D aT 9 7065) BIA, y, ds 
15M 9/59 PA LZ hol MAANLA TY LLU T 2 LL CH 7. g. Bare 
V/ 


gave rise to Immediate 


SA, 1 Ris MARYLAND STATE DEPARTMENT OF HEALTH 
15 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
FOR STATE 00508 MEDICAL EXAMINER’S CERTIFICATE OF DEATH vU505 / 
HEALTH 1. PLAGE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before salted 
M a. ¢ : 8. SME ait b. guNTY é 
a= © arrol] MARYLAND rylan rince George! 
Rss os b. CITY OR TOWN (If outside Fupstats limits, c. LENGTH OF STAY IN 1b || c. CITY OR Tah (If outside corporate limits, write RURAL end giv etal town) 
g i= = sz he ee Te nearest town) 2 10 84 
on 5. esville 2yrs.lOmose5dyse Hyattsville /6é 
SS ” se a. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || "d. STHEET ADDRESS Taye: IS RESIDENCE 
D & 
Boe Sige State Hospital 7716 Greeley Rd., Kentland ves{] nok] 
sz. G2 Us. 3. NAME OF First Middle Last 4 DATE Month Day ‘Year 
2a= 4 (ype or print) EDWARD HEFENER RUSSELL DEATH J. anne ry ip 19 65 
Ma 5. SEX 6. COLOR OR RACE | 7, MARRIED f&] NEVER MARRIED [] | &- DATE OF BIRTH 9. AGE (in vars IF UNDER 1 VEAR|IF UNDER 24 ARS. 
es s 'y) Months | Day Hours | Min, 
e828 a= Male White wipoweo[-] _wvorcev-] [8-29-1883 Dee sat Bibwen sh 
23°5 BE 10a. USUAL OCCUPATION (Give Kind of workdone) 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
= ES a See of working life, even If retired) INDUSTRY COUNTRY? 
Lom “py uard e ram eat Maryland USA 
238 gs 13. FATHER’S NAME — os Toners MAIDEN NAME 5 
wad oc : d 
2&3 ou Alexandria Russell Elizabeth Bakerne > nk.) 
Soom 5 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIAL SECURITYNO. TRFORMANT Address 
ae (Yes, no, oF unkown) he gees +e ey 
£55 6 © §79=12-71,80 | Records, Springfield State Hospital 
= ce gs 18, CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] IEE thcrtear 
See Pat PEATMMEDIATE CAUSE (oy Arteriosclerotic heart disease 
wo = /. ac 
fe Ss : DUE TO 
4 Conditions, If any, which ) 
S 
S 


rtificate should be executed wi 


is ce 


TO DEPUTY . Thi 


‘d “pendi 


director. Page 4 should be forwarded to the Chief Medica 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-tran: 


fease execute the certificate, writing the wort 
of Health or its designated agent, prior to burial, 


pi 


VR ASME 
3500 4-64 


cause (a), stating the DUE TO 
underlying cause last. (o). 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASECONDITIONGIVENINPART 1(a) 19. WAS AUTOPSY 
.2 || Chronic brain syndrome associated with cerebral arteriosclerosis, with eb 
\|S| psychotic reaction. Fractu: 7; Dips ves bd no [7] 
= Eee Eee SEUTING DR 20d. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury In Part | or Pert II of Item 18.) 
- 
& | CAUSE OF DEATH. Fell to floor. 
3 | 20c. TIME OF Tr era Year | 20d. INJURY OCCURRED [200, PLACE OF INJURY (Home, ferm,| 20. (city or town) (County) 7 Gtate) 
a Hour a. ja‘ , Office bidg., etc.) if ar 
e at 3065 [alte cy Not Wilt cal Springfield State |Hospital, S kesvilie, Mas 
21. | certify that | took charge of the remgins described above, held an Autopsy [X<J, Inspection [_], Inquiry [_], and In my opinion 


death resulted from: Natural causes 


A / Accident [_], Suicide [-], Homicide (_], Undetermined manner [_] 
{7 


fapsy . CHIEF MEDICAL EXAMINER [_] 
StennturL AA ZL Ul Aad wp, ASSISTANT MEDICAL EXAMINER [] 22. DATE SIGNED_ 
a : ee Bibel 
2|_\ AME tips 7 W. Glenn Spgfcher, M. D. fsatace (GALA 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) (State) 


REMOVAL (Specify) 
Bierce iu Les | Secthega Clned Gat Sia, “rel, 
24. FUNERAL DIRECTOR u 4 ADDRESS 25a. REC'D BY REGISTRAR | 25b, RECISTRAR’S SIGNATURE 
ae a) 
BP itethes on C73 Mali toe 


3 


K 
<. 


(3a 


rs. Pages 1 and 2 s! 
fours after death. 


completely filled in by the funeral © 
jap 


be 


@ attending physician agd 


director, page 3 should be detached for use as the burial-transit permit. Then please remove ¢ 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, " 


death. Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by th 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


=— 


\ po508 CERTIFICATE OF DEATH j0506 
Es Ls ei Sire 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before adm 
, a. STAT b. COUNTY 
__ Carroll MARYLAND Maryland - Howard x 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outsida corporate limits, write RURAL and give neerest town) 
write RURAL end give nearest town) 
Rural- Sykesville 2 months Rural- Mt. Airy / — 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street addrass) ‘d. STREET ADDRESS = Fi. ®. 15 RESIDENCE 
| ON A FARNY 
Golden Age Guest Home _RFD #3 = Yes fatNo [EI 
3. NAME OF A ritst 4. DATE ‘Month: Bay “Yaar as 
DECEASED OF 
(Type or print) DEATH Jan. 12 19 65 
5. SEX 6. COLOR OR RACE | 77 mw aRRIED 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
; irthday) Mes Days | Hours Min. 
Male White wivowe fe] __pivorctb[]| May 9, 1882 ys. _* 
10e, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or forbign country) 12, CITIZEN OF WHAT COUNTRY? 


dona during most of working lifa, aven if ratired) 


Farmer 
13. FATHER'S NAME 


Own farm Frederick Co., Md. _ 


14, MOTHER'S MAIDEN NAME 


_USA 


John George Scheel 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, or unkown) | (If yes givewerordetesofservice} 


No None Mrs T. J. Brandenburg, Damascus, Md. 3 
18. CAUSE OF DEATH [Enter only ona cause per line for (e}, (bl, end (c).) W/ ~~ - a: | Bape 
PART , DEATH WAS CAUSED BY: Z J ZB te i . 
IMMEDIATE CAUSE (e}. = A <—_— ai = | SE aes = 
bpd. J a Bie WE. ws 
Conditions, if any, whieh (b) wy 3 
seve rise to immedi rear ts a ae ‘ ay . — 
ise to immediet . Z oy yy 
—CZ La 2 
GIVEN IN PART SMP aes 


Rose Ann Esterly 


17, INFORMANT Address 


16. SOCIAL SECURITY NO. 


rl] 


{e}, steting the un 


couse lest. (et 
PART ll OTHER SIGNIFICANT CONDITIONS CQNTRIBUTING TO DEATH BUT NOT RELATE 


3 INAL DISEASE C yAS AUTORS 

= 

5 ZZ ae ves [] NO 
i= | 20s. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURWOCCURRED. (E: injury in Pert | or Part Il of item 1B.. 

& | op CONTRIBUTING [] CAUSE OF DEATH ee ees ui ye ae vet lot terme 

& | UF EITHER, NOTIFY MEDICAL EXAMINER) 

& | Zoe. TIME OF INJURY Month, Dey, Yaer | 2D¢, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20 (City or town) (County) (State) 
a Howes ne While __ Not While fectory, street, office bldg., ete.) | 

g a 1 et work [_] et work [_] 1 


21. I certify that (I) (this 


LJ 
spital) 
saw the deceased alive on d 


attended the deceased from/.6Z/.&..... Qh... ‘ if (AL, hee scccsry We, that (I) (we) last 

«PAD. me iat that death occurred! 2/9h, tfém the causes and on the date stated above, 

22b. DATE 
SIGNED 


ATTENDING. 


mo. |PHYS. DIRECTOR QO ars CT 1/12/65 


22d. ADDRESS 
GT LN ee eee Westmiarter >... ns... 


HAL, CREMATION, | 23b, DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} 


230. BI 
REMOVAL (Specify) 
an.16, 1965 Pine Grove i iz 
25a, REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
(Clarylbe wedge 
cargJAN 15 it a 


24 pe eee: 


Burial 
IATUI ADDRESS 
7 nia Damascus, Md. 


| or attending physician. 


Page 4 may be retained by the hospi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within é hours after death. 
TO FUNERAL DIRECTOR: 


VR ALS (4) \— 


15M 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


< 


ca 
Ez 8. 1. PLACE OF Di 2. USUAL RESIDENCE (Where deceased lived, If institution; Residence before admission) 
Es a. COUNTY arroll, a. STATE b, COUNTY 
MS MARYLAND Letra 
gs b. CITY OR TOWN (If outside co poate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN Lr, outéide corpora’ ae write RURAL end give nearest town) 
oy te RURAL and give ngarest town) 
“3 = 73 Xx 
(a d. NAME OF HOSPITAL OR INSTIZOTION oe ik hospital, glve stréet ee d. Srey ‘ADDI no e a 
sn « 
Bs X Thouetaytle Ti iciss ee yes[_] nop 


3. NAME DF First Middle Last 4. st Month Day Yoar 


Cops on print) Cc Ss Ee. CL 4R ef. or E. RY DEATH / a 19 é e 3 


Si) 


3 
@ 5 Sl 6. COLOR OR RACE | 7, MARRIED BQ NEVER MARRIED .7 DATE WF BIRTH 9.AGE (in years |TFUNDER 1 VEAR[IF UNDER24 HRS, 
Sa YY ras O 1 E / irthéay} | onthe bays | Hours | Mi. 
EF Li wipowep [7] pivorceo [-] 4) 7, 

a 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR Ty. BIRTHPLACE (County & State, 6r foreion country) | 12. CITIZEN OF WHAT 

22 during orking {Ife, even If retired) INDUSTRY COUNTRY? 

2s pat! S ¢ ae Ba - hs 

od 13, ey AME = 14. MOTHER'S tL 

ao 

Z KX Ls pasion Bost, 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


16. SOCIAL SECURITY NO. Dis C Address 
(Yes, no, or unkown) Seimei 
wy a Z 


-39-FY/A7 Chewd. — WrrnpcBred , De 
18. CAUSE DF DEATH [Enter only one cause Bs WERVAL SEVEN 


r line for (a), (b), and HNL 21 
PART |, DEATH WAS CAUSED BY: i 
IMMEDIATE CAUSE (a). he 


20°] 
Conditions, tf any, which be Ms ky Me 7 NWIAVE, i® < {Zz te 
gave rise to Immediate DUE TO 


cause (a), stating the 


ined by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. 


eg 


underlying cause last, 


a 

= 

o 

2 

a 

Ea 

= 4 5 PART II. OTI 43 CONDITION ° a Ge Co INALDISEASE CONDITIONGIVEN IN PART 2(a)  |19. oe Dee 
2 

s.s  |s - ves EY NO TP 
2 z 

= & | 20a, LAe WAS CN gee 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 

5 & | OR CONTRIBUTING [] CAUSE OF 

° © | (IF EITHER, NOTI EDICAL ret 

2 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY(Home, farm,| 20f. (Clty or town) (County) (State) 
= a Hour a.m. aig Rew wait factory, street, office bidg., etc.) 

£ = at work[_] at work ee 

= 


_, that (IV (we) last 


, from the causes ca pn the ‘date stated above. 
22b. DATE SIGNED ee 


SINS 


deceased fromC ke - » 39 
19. vz and that death occurred ca 


ATTENDING STAFF 
M.D. PHYS. Birtotor C) pave, (7) 
2c. PHYSICIAN'S f 


NAME (Typ2) _M,C,Porterfyeld ie HanpStead, Md. 


23a. BURIAL, CREMATION,|-@30. DATE. vey) 2c. NAME OF CEMETERY OR CREMATORY 23d. LOGATION (City, toyn or on (State) 
pgiov OVAL Loge) el 
- 25a. REC'D BY ace ye > 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 


4-64 


= 


the funeral 


within 72 hours after death. 


earbon papers. Pages 1 and 


‘ian and completely filled in by 


i page 3 should be detached for use as the burial-transit permit. Then Pee reprove 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


After this certificate has been signed by the attending physi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


‘ 


director, 


VR A1S5 (4) 
15M 4-64 


MARTLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


-CERTIFICATE OF DEATH Ty) 
: P0514 ti i 508 


TH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
ST, a. STATE b. COUNTY v 
Carroli MARYLAND Maryland. Balti more. Citar omy 
b. CITY OR TOWN ([f outside Perret limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Imits, wr! ‘atid gl rest town) 
write RURAL and give nearest town) , 
Sykesville mos. Gdys. Baltimore 2s f = 
“a, NAME OF HOSPITAL OR INSTITUTION (IF not In hospital, give street address) || d. STREET ADDRESS 8. 1S RESIDENCE 
761 M XK wis A ON A FARM? 
|__ Springfield State Hospital _ Sead SAG ves 2)_wo Ga 
3. NAME OF i 
DECEASED First Middle Last 4. Lie Month Day Year 
(Type or print) ROBERT IRVIN SNYDER DEATH January 19 19 
5. SEX 6. COLOR OR RACE 17, warRico [E] NEVER MARRIED[]| 8 DATE OF BIRTH 9. AGE (in oars IF UNDER 1 YEAR FUNDER 24 
as ay) [Months | D: Hi Min. 
Male White WIOOWED [7] pivorceo[]| 7-2-1891 See ile cea er alee 


‘11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
COUNTRY? 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KINO OF BUSINESS OR 
during most of working life, even If retired) INOUSTRY 


Plumber Maryland eS A 
13. FATHER’S NAME ia. Movers MAIDEN NAME 
Christian Snyder gcatherine 
15. WAS DECEASEO EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO, | 17, INFORMA ‘Address 
(Yes, no, of unkown) |(If yes give war or dates of service) 
No 21)-20- R Spri i 2 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: Uy neand ag DEEL AND Deete 
/ 9 -» IMMEDIATE CaUsE (a)__Urem: Days 
DUE TO 
Conditions, If any, which w___Renal failure Month 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. {c) Chron i 


& | PARTI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1(@) 19. WAS AUTOPSY 
#|Chronic brain searene associated with cerebral arteriosclerosis, with | yrs CL] nox) 
= |20a, ACCIOENT WAS UNOERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (enter nature of Injury In Part | or Part Tl of Item 18.) 
& | OR CONTRIBUTING [4 CAUSE OF DEAT! 
© | (IF EITHER, NOTIFY MEOICAL EXAMINER) 
z 20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. while Not While factory, street, office bidg., etc.) 
a 
Ss Aun 19 at work at work 

21. | certify that (1) (this hospital) attended the deceased from__L1—13— aiQnae, 1-19-65, 19___, that (1) (we) last 

saw the deceased alive on. 1- 19___, and that death occurred at—"—2M, from the causes and on the date stated above. 

22a. SIGNATURE 7 226, DATE SIGNEO 
& 


22c. PHYSICIAN'S z 
NAME (Type) Octavio A. Ruiz, 


23a. BURIAI Etsect | 23b, DATE THEREOF | 23c, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


hlawep G Jilaee wo RO Wren SE pa| 1-19-65 
A in Kooress “Springfield State Hospital 


REMOVAL (Specify) 


ADDRES: 


ay 
LEONARD J. RUCK,INC., BALTO., MD. 21214 pate JAN 2 1 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


\ 
3 


+e) 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH $0509 
HEALT DEPT. 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
{ a. my Er ee TAT, b. COUNTY, 
= 2 MARYLAND di. Leech beet h 
ess 5 b. CITY OR TOWN (if outside corparate limits, ¢. LENGTH OF STAY IN 1b || c. CY OR TOWN (¥f outside corporate limits, write RURAL end give nearést town) 
g s = Es rite RURAL and give,nearest town) 
go2 5° cen ebrsteg Ik | 1 Fagen Yiltccetrerler PS. 
eS c= d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give stfeet address) || d. STREET ADDRESS e. IS RESIDENCE 
2g re X ON A FARM? , 
aoe & t yes] no xy 
sz 7, 3. NAME OF First Middle Las 4. DATE Month Day Year 
Tas (1) DECEASED ~ pe : 
ead 2ut/| Gaim PUSSEL L- GS Bowl -SW VER prom Man <: 
sie £3 5. SEX 6. COLOR OR RACE | 7. MARRIED 7] NEVER MARRIED [~] | 8 DATE OF BIRTH 9. (in ee IFUNDER V YEAR VF UNDER 24 ns. 
3 B= se 1 i 
£82 a5 ud wivowep[-] _ivorcep{-] | / (21948 3 ot ea 
3S S 2S 10a, USUAL pocuuan cn te kind of workdone | 10be KIND OF BUSINESS OR 11. (GIRTHPLACE (State or foreign coantry) 12. CITIZEN OF WHAT 
si= s 3 dur ing of working life, even If retired) INDUSTRY “, we, 
Boa 32 | bone Uta Li's b. 
Sos as 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ga0 ge Cs hae 
SEo te. Z ae 
258 ov ¢-< X 235 
s=s ES 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALBECURITY NO. | 17. Adareys 
Ns > (Yes, no, or unkown) _| (If yes give war er dates of service) 
env #8 @ YU i Dh / 
=a) 
id 3& 18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), end (c). € Poser ele N 
g PART |. DEATH WAS CAUSED BY: ( .” . 
34-43: a5 IMMEDIATE CAUSE (a= C27) Y haa f iy 


Gn 


F DUE TO 
Conditions, If any, which MEE Crs: kid (TA) 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


PART ||. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(@) 


, cremation, 
xX 


19, WAS AUTOPSY 
PERFORMED? 


yes] no [* 
20b. IBF HOW INURY OCCURRED. (Enter gt ge, of Injury In Pi Tor Jart Ti Pe ep t 
eek hs Qt Bt SI 


208, EXTERNAC CAUSE WAS 
PRIMARY ‘or CONTRIBUTING [} 
CAUSE OF DEATH. 


prior to burial, 


fficate, writing the word “pending” in penc' 


should be forwarded to the Chief Medical Examiner’ 


MEOICAL CERTIFICATION 


INER: This certificate should be executed wi 


4 206. TIME OF INJURY Month, Day, Year | 20d/4NJURY OCCURRED, |2pe, PLAGE OF INJURY (Home, farm.] 20f. (CItY or town) (County) tate) 
# , Hour a.m, while Not While 3) factory, street, office bidg., etc. 
= 3 Of 4 4 at work L_} at work C3 ~So- Boei( La) “a 
s8 238 21. U certify that | took charge of the remains described above, an Autopsy [_], Inspection Inquiry [_], and In my opinion 
4 
ee: 233 death resulted from: Natural causes Accident [C4 Suicide ["], Homlclde [_], Undetermined manner [_] 
Heaeeren Bad z bn Hox CHIEF MEDICAL EXAMINER [_] 
3 2 
Bo2>5. rerun, DO Aaere se, § CZ 4j.p, ASSISTANT MEDICAL EXAMINER [] arty iy x! 
= gy ege EXAMINER'S GAP DEPUTY MEDICAL EXAMINER (Si ae ca jEA red S4/ 
3. 
5 ebe 3 a NAME (Type) Maurice C,Porterfield Address (Street, city, town, or count C J Ce. 
So's p= State) 
eautos 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-tran 


23a. BURIAL, CREMATION, . DATE THEREOF NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town or county) 
EMOVAL (Spgfify) | , Z y, ’ 
eet at a Altehy ts 
Fr AL DIRECTOR, ADDR! 25e. REC 6 b. | 
_— nn y 
J Lh oe JAN 6 1965 


VR A1SME 
3500 4-64 


fter a 


The law requires that the death certificate be executed within 24 hours 2 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 


oh 


A DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
suDy 09512 CERTIFICATE OF DEATH O0510 
= = a 1. PLACE OF DEA’ 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlssign} 
2s 3 COUNTY a. STATE b. COUNTY 
278 Carroll MARYLANO Maryland Baltimore City 
baa) cs] b. CITY OR TOWN (if outslde corporate limits, c. LENGTH OF ae ib || c. CITY OR TOWN (If outside corporete UImits, write RURAL end give nearest town) 
Bee write RURAL and give nearest town) as «| ¥ ¥. 
238 Sykesville 1 _yr./ 5 mos. Baltimore d 
3 gn d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADORESS 6. Lael? 
2s 2 
= Ss / Springfield State Hospital 550 McMechen St. ves 1p 
285 3. Rotter First Middle Last 4. ue Month Oay 
a 
ss (ype or print) MOSES (NM) SORRELL DEATH = Janua 16, 1965 
= 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED []| 8 OATE OF BIRTH 9. AGE (In years [IF UNOER YEAR IF UNDER 24HRS. 
a te at birthday) Months | Days | Hours | Min. 
eh Male Negro wlooweo pivorced(]| 12-12-1896 6 yrs. | 
ete 10a, USUAL OCCUPATION (Give Kind of workdone| 10b, KIND OF 5 5 . T 
a5 ons me awe ig Lon a KIND OF GUSINESS OR YE BIRTHPLACE (County & State, or foreian country) | 12. CITIZEN OF WHA 
O06 tire Virginia U.S.A. 
= 13. FATHER’S NAME ia ORES MAIDEN NAME 
= Henry Sorrell Lucy Jackson 
as 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT ‘Address 
E (Yes, no, or unkown) Gea i » 
E Yes - WiW. 217-01-1679 Records, Springfield State Hospital 
Pa v 18. CAUSE DF DEATH [Enter only one cause per IIne for (a), (b), and (c).7 INTERVAL BETWEEN 
2 PART |. OEATH WAS CAUSED BY: Ee 
£ _ IMMEDIATE CAUSE (2) 4 


Wh x DUE TO yedse 
Conditions, If any, which iy rane’ of 1 oth A y 


gave rise to Immediate 
cause (a), stating the DUE TO 


- underlying cause last. (c) 

S | PARTI. OTHER SLGNIFIGANT CONDITLONS CONTRIBUTING TO DEATH BUTNOT RELATEO TOT! MINAL DISEASECONDITIONGIVENINPART 1(a) |19. WAS AUTOPSY 
ale Chronic brain Syndrome of -UnRTIOWN or unspeciiie cause, with psychotic ial Se 
{21 reaction Yes no [] 

= | 2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 

§ | OR CONTRIBUTING [} CAUSE OF DI 

© | (IF EITHER, NOTI /EQICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 

a Hour a.m. while Not While factory, street, office bidg., etc.) 

a 

= m. 19 at_work oO at work 


21. I certify that ()) (this hospital) attended the deceased from. 


19, to 19___, that (1) (we) last 
saw the deceased alive nn-/O~-G5- ___19___, and that death occurred at/2=A_M, from the causes and on the date stated abpve. 


22a, SIGNATORE 

\ i _— 
- Da . Usha Awd 
2c. PHYSICIAN'S 


a Ne) Sykesville, Maryland 
23a. BURIAL, CREMATION,| 23b, DATE THEREOF 23c, City, oynity) (State) 
REMOVAL (Spgtlty) j al y 
20 M02 a 
24. ‘FUNERAL DIRECTO! ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR'S SIGNATURE 
f € F, 
ET SR, B44 LE pgooJAN 19 1965 fhe rey Jnape 


22b. DATE SIGNED 
Leo Be Bintotor CBs. al 1/16/65 
lg ADDRESS Springfield State Hospital 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


director, page 3 should be detached for use as the burial 


VR A15 (4) 
15M 4-64 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a 


Hour a.m. factory, street, office bidg., etc.) 


While Not While 
at work{_] at work [_] 


p.m. 19 
21. | certify that (1) (this hospital) attended the deceased from_2—3 1s fo 1 , 19___, that (I) (we) last 
saw the deceased alive on___b-0-65 ___19___, and that death occurred pion trom the causes and pn the date stated above. 
22a, SIGNATURE ’ 22b. DATE SIGNED 
aeg hel Carr foo. vs, SE 5 Wine 5 HE yl 1-8-65 
_FHSICIAN'S —— le ADoRESS Springfield Otate Hospital 


Agustin del Campo,/M. D. 
23a, BURIAL, Pech | 23b. DATE THEREOF 


Sykesville, Maryland 


NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


Eee 101965 
(AL DIRECTOR ADD! i 4 


LL], + 
RESS 25a, “REC'D BY REGISTRAR | 250. 
i (of fh Ree ah oare_ JAN il ig65 JEL es 


vy 


23c. 


Page 4 may be retained by the hospital or attending physician. 


should be filed with the State Dept. of Health prior to burial, 


REMOVAL (Speci 


2 CERTIFICATE OF DEATH j 
Re 
s Es 1. Wee ed 2. USUAL RESIDENCE (Where deceased lived, If institution: Resldence before See 
4 a, STATE b. COUN ¢ 
5 23s Carroll MARYLAND Maryland Frederick 
S a b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
o Bee write RURAL and give nearest town) i, 
3B £°8 Sykesville yrselmos.Sdyst Rural - Mt. Airy rare 
= yen d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
i eee ott * 
S Es Springfield State Hospital Bute (1. ves fel_ nol 
i= > 
eas oe 3. NAME OF First . DA’ Month Daj Year 
2 238 = DECEASED i Middle Last | 4. Tye y 
= es eres osipente, CLARENCE EMORY SPURRIER gel January 8 __19 
B se 5. SEX 6. COLOR OR RACE | 7, maRRIED [-] NEVER MARRIED[] | & DATE OF BIRTH 9. AGE (in years |IF UNDER 1 YEAR |IF UNDER 24 HRS. 
BS oo M. Wh last birthday) Months | Days | Hours | Min. 
8 Bes ale ite WIDOWED fx] vivorceo[_] | 9-8-1890 yrs. 
a 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT 
2 s Su during most of working life, even If retired) INDUSTRY ie COUNTRY? 
2 288 Farmer Maryland soehs 
3 £c8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= w® . . 5 
& Ste Frank Spurrier Harriet Browning 
6 2.* 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO, | 17, INFORMANT ‘Address 
s Ze Ss (Yes, * or unkown) | (Ifyes give war or dates of service) . ve H ‘ 
=e see ° 215-26-1)21 | Records, Springfield State Hospital 
2as 
a £L8 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] AE ty 
5.226 PART |, DEATH WAS CAUSED BY: ay nay. Ais aiaehui cele 
gSu8s Me OY IMMEDIATE CAUSE (a)_Lerebral vascular disturban 
hier : 
52 BS = . DUE TO 
ef 45 Conditions, If eny, which Cerebral arteriosclerosis Years 
i oI (b). 
Su § gave rise to Immediate 
3532 cause (2), stating the ( DUE TO 
=5 22 = underlying cause last. (0). = — 
SE25 &S | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART (a) 19. WAS AUTOPSY 
r= 282 Uls Psychotic depressive reaction (cerebral arteriosclerosis ves) NOT 
oe S 
ha : | 208, ACCIDENT Wa Tas Un UNDERLYING [ I 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
oo] 
82 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
28 z 20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
& S 
32 z 
<3 
83 
Bo 
eo 
Za 
as 
z a 
Pe 
eel 
2s 
ov 
t= 


VR A15 (4) ‘N 
15M 4.64 


y 


and in an’ 


1 or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hos| 


VR A15 (4) 
15M 4-64 


ry 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Huot? 


CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Gisela a. a b. COUNTY 
Carroll MARYLANO ryland Baltimore C 
b. CITY OR TOWN (If outside expres limits, ¢. LENGTH OF STAY IN Ib |j c. CITY OR rar. Tf outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Sykesville rs. 5mos «15diys Baltimore 2 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AODRESS 6. 18 RESIDENCE 
; 5 ; 2917 Pinewood Ave. ves{_] noc] 
a CER, First Middie Last 4a. ale Month Day Year 
(Type or print) FRANCES ANGELINE STARACE DEATH January 10 19 65 
3B. SEX 6. COLOR OR RACE | 7, MARRIED [~]} NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | iF UNDER 1 YEAR |IF UNDER 24HRS. 
5, vie. 0 last birthday) Months | Days | Hours | Min. 
Female white wipoweo [7] DivoRcED [-] 22-03 Po a 
10a. USUAL OCCUPATION (Glve kind of workdone| 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Laborer Maryland «S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Antonio Starace Anna C. Comella 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 7 uy . F 5 
No Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one c: i , . INTERVAL BETWEEN 
PART |. DEATH WAS pte BY: ee eee ae ONSET AND DEATH 
Yo o MMeDiaTe cause ()_Arteriosclerotic heart disease Years 
7 DUE TO 
Conditions, If any, which b). G ized i i Years. 


gave rise to immediate 
cause (a), stating the ( OVE TO 
underlying cause last. (c). 


Hour a.m. factory, street, office bidg., etc.) 


p.m. 


Ss PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART l(a) |19. WAS AUTOPSY 
&Bchizoi ity with mental defici 

a chizoid personality with mental deficiency. ves] NO 
= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 

& | OR CONTRIBUTING [} CAUSE OF D! 

© | (lf EITHER, NOTI IEDICAL EXAMINER) 

| 200. TIME OF INJURY Month, Oay, Year ) 20d. INJURY OCCURREO |20e, PLACE OF INJURY (Home ome, farm.| 20%. (Clty or town) (County) (State) 
3 

= 


alata Not While oO 


19 at work |} at work 


21. | certify that (I) (this hospital) attended the deceased from. 1ozaR, ' ie 19___, that (I) (we) last 
ne the deceased alive pes Se ee and that death occurred ai dih the causes and on the date stated above. 


TURES 2b, DATE SIGNED 
Lily tel Cin mo. PRYS NS] Binector C] pays, G| 1-11-65 


= ‘Siac iitah Sel Bemete  D bie “HES” Springfield State Hospital 
== Ag ile EO 5 


BNA i al 23b. DATE ee 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION City, ‘town or Nd. (State) 
athedr emeten epee 


gown iL (Specify) 7 7 
FUNERAL ial ADDRESS 25a. REC'D BY 13 1 25b. certs ee 
sailed rm 
DATE JAN 13 9 Sy aad 


‘Leonahd 9, Ruck a Balto IY, Md. 


MARTLAND SIATE VEPAKIMEN!T UF MEALIM 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAR} vOSL 3 


00516 siau.2, san SERTIRICATE OF DEATH OTT 


mcd 

FA 1 PLAGE OF ‘J. PLACE OF DEATH ’ 2, USUAL RESIDENCE (Whore decoesed lived, If Insltullon: Residence before edmission) 

2 a pat 

4 e. STATE b. COUNTY 

24 Carroll Co, £ _ MARYLAND || Md. Balto. Co 

2 b. CITY OR TOWN [if outside corporate limits, ©. LENGTH OF STAY IN ib ¢. CITY OR TOWN (If outsida corporete limils, write RURAL and give neerest lawn) 

‘ write RURAL and give nearest town) r 

ie |_—Balte., 7 = é 

3 4, STREET ADDRESS @. IS RESIDENCE 

é ON A FARM? 

3 8315 _ 5_Liberty Rd, ‘Rd, __| ves F] Noe] 

a | 4 : BATE Month ‘Dey + Yer 6 
DEATH 


2 19 
{In years |IFUNDER 1 YEAR| IF UNDER 24 HRS. 


5 7. MARRIED [-] NEVER MARRIED rH {in yeers |IFUNDER 1 YEAR| IF UNE ER 24 HRS. 
a O LO, 577. last birthdey) |Months| Deys | Hours] Min, 

re pivorceD [_] My Lg 92 vs. 

2 ATION (Give kind of work > OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
8 done during most of werking life, even if retired) 

eg: |_Retired clerk | Laundry Balto. Md. USA 

2 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

a 

3 

a unknown nro tee Cadwa liader 

< 15. WAS DE EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. ~ Address —— 21207 — 

= (Yes, no, or unkown} | (Ifyesgivewerordetesofservice) 7 

iS 


no ___ he ——— 
18. CAUSE OF DEATH [Enter only one cau: 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a)__ 


Rush,8315 Liberty Rd. -Baltoe, ld 
ony Hs ae 
Ba, 2 


3 Mary i 


DUE TO 
Conditions, if eny, whech {b) —— Ze Ea 
geve rise to Immediete ceuse : 5 i 
(e), steting tha underlying 2K 


couse 


a (c) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 


Z 


While Net While fectory, street, office bldg., etc.) | 1 


et work et work 


= DEATH BUT NOT RELATED TO-THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19° WAS AUTOPSY 
Q PERFORMED? 
$ yes [} No [] 
= | 20. ACCIDENT WAS UNDERLYING oO 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part { or Part Il of item 18.) 5 ms 
& | OR CONTRIBUTING 1 CAUSE OF DEATH 

© | (UF EITHER, NOTIFY MEDICAL EXAMINER) 

< 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) - (Stete) 
rat 

= 


19 
21. I certify that (I) (this hos; 
saw the deceased alive on 


I) attended the deceased from... is #9 that (I) (we) last 
the causes a on the date stated above. 


22b. DATE 
SIGNED 


MED. STAFF 
Director [_] pHys. [] 
23e. BURIAL, CREMATION, 


p. | PHYS. 
REMOVAL (Specify} 


‘ 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
| Buvial | Jan, 20, ad acesiekealle Se Balto., City, Md. 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 21133 


25a. MAN 2 0 196. 25b. RAR LSM ATURE 
aiff Liberty Rd. Randalistownm, Ma, loawAN 2 Bob ponte Sage. 


filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit permit. 


death, Page 4 may be retained by the hospital or attending physician. 
IO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


TO HOSPITAL OR ATTENDING PHYSICIAN: The aw requires that the death certificate be executed within 24 hours after 


VR AIS ( 
20M 5-63 


nN) 


\ 


The law requires that the death certificate be executed within € hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


15M 4-64 


— 


Page 4 may be retained by the hospital or attending physician. 


filled in by the funer: 
papers. Pages 1 and 
jn 72 hours after dea! 


i physician and completely 
Then please remove carbon 


in 
cremation, or removal, and In any even 


ed by the attend 
‘transit permit. 


After this certificate has been si 


director, page 3 should be detached for use as the b 
should be filed with the State Dept. of Health prior to buri 


TO FUNERAL DIRECTOR 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mS 


005 eg. CERTIFICATE OF DEATH 
1. ait ie DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. STAT, b. COUNTY, 
CALL OLR COEUVUNT, MARYLAND MARYLAND. CARROLL 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) ese 


f BARD bee URAL ESHVUW SCE, 
d. NAME OF MESES Fo (if hard hospital, glve Z Eee $ STREET fe o = w eet 
AD AIAN CHESTER PIAL OLD MAWENESTER FokD |ves tn "NAR 


DECEASED 


3. NAME OF First Middle Last | 4. ale Month Day Year 


ype or print) = 75 ASS pee ALVERRTA SF TEL, PAAM bes So 19 6S— 


3 


SEX 6. COLOR OR RACE 8. rat: OF BIRTH in_ years | FUNDER 1 YEAR |IF UNDER 24 HRS. 


7. MARRIED SX] NEVER MARRIED (I 
& O t ft birthday) Mon | Days | Hours | Min. 


WIDOWED [-] DIVORCED Ole || Ave é 
10a. USUAL OCCUPATION (Give kind of work done) 0b. KIND OF BUSINESS OR IL. BIR aes cA State, or foreign country) | 12, CITIZEN OF WHAT 
during os a life, even If retired) Wek ee oa ee Z wag A 
Ae (Lata a COLL OY aT VA 2 
13. FATHER’S NAME 14. anes MAIDEN NAME MI 
hMiLbLsSAA © Gl E- SARAH  WEWRY 


15. WAS DECEASED EVER INU.S. ARMED FORCES? 
(Yes, no, or unkown) (“renee war or dates of service) 


MEDICAL CERTIFICATION 


16. SOCIALSECURITYNO. | 17. INFORMANT Address fe py EH 
2/5 2o- 5% i busin SCAN STEPHAN pesTHuys TER M0 
18. CAUSE DF DEATH [Enter only one cause per line for (a), ), and (c).J TNTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


4ao DUE To 
Bley If any, which & 

(b) yo. 
gave rise to Immediate 


cause (a), stating the ( OUETO 
underlying cause last. () 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART 1(a) 19. WAS AUTOPSY 
yes[-} No [A 

20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part f or Part 11 of Item 18.) 

OR CONTRIBUTING [> CAUSE OF DEATH 

(IF EITHER, NOTI EDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20¢e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 


factory, street, office bidg., etc.) 


Hour a.m. While — Not While 
m. 19 at work[_} at work J 


21. 1 certify that (1) (this ee ae attended the deceased from. 
saw the deceased alive 01 19S", and that Geath occurred 2PM, frog the cauSes and on the date stated above. 


22a. pie 
wp, SAVES a bintoror (PHYS. 3 
ome ADDRESS 
[Mavchester std , 


23a.__BuI REMATION, | 


22c. aes 
23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


oe WH Fosrd a ?P. 
ST IMSL EISTERS CEW fea WESTMIY STE ae 


23b. DATE THEREOF 
Al, (Specify) 
4 DEES eg 8 1 7 w sry 25a. REC’D BY Ri REGISTRAR pc rey IGNAT! 


YAY pest ysTER, Apsin 6 1965 |; 


Vv 
& 


~ 


5s 62 
= 6 y 
© 521 
ibe tte, Ge 
3 ae 
3 
5 pee 
N E> s 
£ Bes 
@: 
as 
>. od 
: 
o 


Then please remove carbon 


igned by the attending physician and completel 
|, cremation, or removal, and in any event, wil 


ATTENDING PHYSICIAN: The law requires that the death certificate be execute 
be retained by the hospital or attending physician. 
ECTOR: After this certificate has been si 

-fransit permit. 


director, page 3 should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial, 


a 


TO FUNERAL 


A 


TO HOSPIT. 
death. Page 


VR AIS (4) 
1SM 7/61 


Se 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mens rc 
wUDT5 


00518 CERTIFICATE OF DEATH 
1. PLACE OF DEATH 2. UBUAL RESIDENCE (Where daceesed lived, If institution: Residence bafors admission) 
a. COUNTY G ay a. STATE b. COUNTY, 
arro MARYLAND Maryland Carroll 
b. CITY oe PD ( outside wea A c. LENGTH OF STAY IN tb €. CITY OR TOWN (H outsida corporets limits, writa RURAL and giva naarasi town) _ 
a. WH end give neerest town! 2 A are 
WeStmingter RD 6 yrs XWestminster RD 5 (Spring Mills) 
d. NAME OF HOSPITAL OR INSTITUTION [if not In hospitel, give siraet address) ‘d. STREET ADDRESS — 7 a “© IS RESIDENCE 
X 608 Baltimore Blvd. ves K] no [] 
3. NAMEOF ve ats ‘ Last "| 4. DATE Month Dey Yer 
DECEASED es J OF 
(Type or print) JOHN ERNEST STEVENSON DEATH J>nuary 15, 1965 
5. SEX 6. COLOR OR RACE) 7, MARRIED [_] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In yoars |IF UNDER T YEAR| IF UNDER 24 HRS. 
mal whit wibicthday) | Monihs| Days | Hours | Min. 
© hite wiowe [%}  oivorcen[]| Nov. 1, 1874 80 yrs, e 1c Sinead | " 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Ti. BIRTHPLACE (County & Siate, or foreign country) 
Westminster RD 5, Md. 

14. MOTHER'S MAIDEN NAME - 
Helen Schweigart 


Wa. USUAL OCCUPATION (Give kind of work 
done during, most of working life, aven if retired) 
retired farmer 


13, FATHER’S NAME 
Alfred Stevenson 


VOb. KIND OF BUSINESS OR INDUSTRY 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT sddyess 
UYos, no, of unkown) | Wvesaivewarordatesctservieel oy J Jp F 608 Balto. Blvd. 
Sali | ee 20-44-7975| Mrs. Paul H. Hoff Westminster, Maryland 
18. CAUSE OF DEATH [Entor only ona couse por line for (e), (bjyendic)L_.+=. += +. \ 2 INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) = 


Yr DUE TO 


Conditions, it any, which (b} 
g2va rise to immediate cause 
(), stating the underlying 
cause lest. te) 


C wad 
Swe, 
CMe, 


DUE TO 


19. WAS AUTOPSY 


3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia Nee ORMeee 
y 
4 yes [] No A 
E [20e. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Port | or Pert Il of item 18.) i? 
sx | OR CONTRIBUTING [] CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& | 20. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, form, | 208. (City or town) ~~ (County) (Stata) 
8 Hour ¢.m. While Not While factory, street, office bldg., etc.) | 
2 es 19 at work ["] at work [_] 


that (1) Gre} last 


the causes and on the dale stated above, 


attended the deceasad from.. 
LOD om 9.63 and that deeth oc: 


? = 22b. DATE 
Li Jaes~ 4, [AMES Boe SEE J 7 eg 
= = & 22d. ADDRESS “eo. ‘ a -_- 
Be Janpeffe 4D O85 E Mak pbgthenadn Pf. 


23e. BURIAL, ees 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Fur Li ny ee town eae 1 - wey 
REMOVAL .{Specity] 2 ura estminster, Marylan 
MUTT Jan. 18, 1965 Krider's Cemeter: x is 


24 FUNERAL DIRECTOR'S SIGNATURE 4 ADDRESS Wed - 25a, REC'D BY REGISTRAR | 2Sb. REGISTRAR'S “SIGNATURE 
£3 Héyere fe: Arceporernl ee 1 FA cen NN 18 1985 _¥CCorbe0 wm edge 
ag —_ v 


22¢, PHYSICIAN'S 
NAME (Type) 


— 


in by the funeral 
ages 1 and 2 should 


72 hours after death. 


ificate be oocste 24 hours after 


tificate has been signed by the attending physician and complete! 


The law requires that the death certi 


be retained by the hospital or attending physi 


TO FUNERAL DIRECTOR: After th 


lis cer! 


ATTENDING PHYSICIAN: 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


TO HOSPITAI 
death, Page 4' 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00518 ' CERTIFICATE OF DEATH __ Gb 516 


1. PLACE OF DEATH Lea) =~ "|| 2. USUAL RESIDENCE (Where deceased lived, If inslitution: Residence before admission) 
= LOUSY a, STATE b. COUNTY 
[er ee Wario) MARYLAND _ Maryland _ __ iaierighlsle = 
b. CITY OR TOWN [if outside corporate limits, | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN a ve corporete limits, write RURAL and give neerest town) 
writs RURAL and give neerest town) 
Mt Airy 42 yrs 4 Mt_Airy eis ao 
d, NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) d. STREET ADDRESS cA peas 
} 3 
swap O7-S-Main St. re eS 807 S.-Main Ste reseed 
/3. NAME First Middle Lest Month Dey Yeer 
DECEASED 
een pe _Susan R, Straw 1 Men wary flo 1965 
5. SEX ]é. COLOR OR RACE! 7. aRRiED [CJNever MaRRieD [-] | & DATE OF BIRTH 9, AGE (In years | if UNDER 1 YEAR| IF UNDER 24 HRS. 
lest birthday) Pa ee “| Hours | Min. 
Female White wibowED] —oivorceD [_} Nov. 18 187 27 yrs. | 


Wa. USUAL OCCUPATION (Give kind of work 


10b. KIND OF BUSINESS OR INDUSTRY 
done during most of working life, even if retired) 


Th. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 


Housewife _ 5 | Carroll Co. Md. Le, 
13. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 
Josevh Wolfe ss» a Adaline Hyder. = 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, of unkown) | (Hyes give weror dates of service) 


116. SOCIAL SECURITY NO.| 17. INFORMANT Address 


_Mrs Ruth Webb_Mt Airy, Md.— 


18. CAUSE OF DEATH [Eniar only one co line for (a), (b), end (c).). INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: , 
©, DMMEDIATE CAUSE fo) Geveralited 4A» ft fo SCLELOLLY Jevera/ 
4S DUE TO aA Coes 
Conditions, if eny, which (b)_ 


gave rise to immadiate couse 
(a), steting the underlying DUE TO 
cause lest. > oh hic 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTORSY 
3 yes [] No 
 [20e. ACCIDENT WAS UNDERLYING |) | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Pert | or Part Il of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

& [Ur EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, , 201, (City or town) {County) (State) 
8 ean er, While __ Not While | fectory, street, office bidg., etc.) | 

E 19 jet work [_] et work | ! 


&., mons LG ty LM 196.6, that (1) (we) last 


AM, from the causes and on the date stated above. 


21. 1 certify tha! (I) (this hospital) attended the deceased trom..... WO GM. 
saw the deceased alive on... ay... A he. IP iSE ond diet Gamtwaweuced aG, 


Se ee a z ATTENDING MED. STAFF hie SIGNED 
¢ ‘ 2 al etek 8 
LAPD Ceckactle Le |W By sito OME OS hn 17, Hedy 
22c, Keres 224. ADDRESS 
i Bole tt Saleh yt. A Wy, Mary La ital. 
23a, BURIAL, CREMATION, | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. ue (City, town orfcounty) —-—=—_—=sé*(Stete) 
ae Specify) 
al Jane19 196155 Mt View Cem Union 


24 FUNERAL angi SIGNATURE ADDRESS | 258. 


—_ 


Jan EOS" 


C.M»Waltz Box 241 Sykesville, ma,———_|o 


Ss 
iS 


~~ 


» 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, wo L 9 


—s 


ificate be executed within _ hours after death. 


OR ATTENDING PHYSICIAN: The law requires that the death certi 


3 00520 CERTIFICATE OF DEATH 
SEs 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institutfon: Residence before admission) 
ES Saeed a. CDUNTY a, STATE b. CDUNTY 
278 Carroll MARYLAND Maryland Baltimore C 
0 b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH DF STAY IN 1b || c. CITY DR TOWN (I outside corporate limits, write RURAL and give nearest town) 
BE g write RURAL and give nearest town) * j 
£8 Sykesville 2 yrs.9n0,l3dys, Baltimore ! ze : 
gan d. NAME OF HOSPITAL OR INSTITUTION (if not in hospltal, give street address) || d. STREET ADDRESS 6. IS RESIDENCE 
=o 
ERs Springfield State Hospital 322 East Street. ves] nobd 
25] Ee ee First Middle Last 4 DATE Month Day Year 
2 
25 (Type or print) ANTHONY (nmn)__TRITIRTO neat _Jannary_ 19 66 
Bes 5. SEX 6. CDLOR OR RACE | 7, maRRtEO [] NEVER MaRRiEO [3q | 8 DATE DF BIRTH 9. AGE (in years ISUER — jaune is 
Bee Male White WIoDWED [7] vivorced{]| 3=15~1877 yn, ( 
as 10a; USUAL OCCUPATIDN (Give kind of work done) 1Db. KINO DF BUSINESS DR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
Sos during most of working life, even }tretired) INDUSTRY CDUNTRY? 
B88 unemploye: Italy U.S.A. 
Eos 13.” FATHER’S NAME 14.” MDTHER’S MAIDEN NAME Naturalized 
pee U U 
BEE nknown Inknown 
mae 15, WAS OECEASEO EVER INU.S. ARMEOFDRCES? | 16. SOGIALSECURITYNO. | 17. INFORMANT ‘Address 
2: S (Yes, no, or unkown) | (Ifyes vive war or dates of service) 7 . , 
wee ° 2118-10-00 | Records, Springfield State Hospital 
2h 
S°5 18, GAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 Hie SOAS eo) 
Bes PART |. DEATH WAS CAUSED BY: 9 Fi P 5 
eoes IMMEOIATE CAUSE (a) _Arteriosclerotic heart disease 
3 Baa ) DUE TD 
oo. ro igen - “| 4 s 
fas 5 Conditions, If any, which «Generalized arteriosclerosis Years 
no ‘Swe gave rise to Immediate 
= 322 cause (a), stating the OUE TD 
t4 aoe underlying cause last. (©) 
a ee 5 | PART 1. DTHER SIGNIFICANT CDNOITIDNS CONTRIBUTING TO DEATH BUTNDTRELATED TD THE TERMINAL DISEASE CONOITION GIVEN INPART 1(a) 19. WAS AUTDPSY 
8 93s = ‘i : a a ‘ ? ‘ PERFORMED? 
5825 Ol8 Chronic brain syndrome with cerebral arteriosclerosis, with psychotic | vest] no 
BESS = 20s, ACCIDENT WAS UNDERLYING ET] 2Db. ‘DESCRIBE HDW INJURY OCCURRED. (Enter nature of Injury In Part I or Part IT of Trem 18.) 
a wo ry 
a2o 
ores & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a 
‘2 282 z 20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
STse = Hour a.m, while Not While factory, street, office bldg., etc.) 
Pees ES p.m, 19 at work] at work [J 
Bee 21. | certify that (I) (this hospital) attended the deceased from. 19__, to_L=-65 , 19___, that (I) (we) last 
SEs saw the deceased alive on_Lalje65 and that death occurred at_@4.M, from the causes and on the date stated above. 
= . 7 
22s ae ; i ATTENDING MED. STAFF | pe a 
S588 Mt Ug, mo, PHYS. CL ]_oirector C1 prs. Go| 1-65 
eo 3! 220, PHYSICIAN'S 224. ADDRESS ‘ 7 ; 
Egos / Ras . , | Springfield State Hospital 
eZoe Cu on 
2 mes 23a. BURIAL, CREMATIDN,| 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION AClty, town or county) (State) 
ova 
2 


TO HOSPITAL 


7 ‘A 77 | = Z- os ADDRESS. 25a. a BY REGIS’ Le Ket hea 
) Lot Mel Chaladde , Pdf \weNBN 8 1966 forbes mage, 


VR AIS (4) 
15M 4-64 


4 


apers. Pages 1 and 2 


y event, within 72 hours after death. 


The law requires that the death certificate be executed within 24 hours after death. 
Temove carbon p 


In an 


jan and completely filled in by the funeral. 


i= 
£ 
ns 
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s 
ro 
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a 
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director, page 3 should be detached for use as the burial-transit permit. Theg 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending 


TO HOSPITAL Ok ATTENDING PHYSICIAN: 


¢ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00527 CERTIFICATE OF DEATH vU518 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland Baltimore City 


write RURAL and give nearest town) 


oO -lldys Baltimore Spoof. * 
PRA Sa rermorion armor eae eee d. STREET ADDRESS + o TS RES! IDENCE 
i Hospital 120 White Avenue vest] nol 


b. CITY OR TOWN (If outside corporis limits, hs LENGTH OF STAY IN 1b jj c. CITY OR ane (If outside corporate limits, write RURAL and glve nearest town) 


3: fog OF First Middle Last fe DATE Month Day Year 


EASED OF 
(Type or print) BERNARD JOHN WAGNER BERT 
5, SEX 6. COLOR OR RACE | 7. waRRieD Bg] NEVER MARRIED[-] | & DATE OF BIRTH 9. AGE (In years AP ONDER YEAR EAR sruNoeR SARS 
ss Days 


last birthday) pits bana fore | Hours | Min. 
wipoweED [-] DivorceD [-] 3217-01 


yrs. 
10a. USUALOCCUPATION Give kind ofworkdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or forelgn country) | 12, el i il 
during most of working Ilfa, even If retired) INDUSTRY 


Policeman Denk Maryland Us ea -" z 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Albert Wagner Ida Yext 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? EC INFORMANT Address 
(Yes, no, or unkown) ees ae service pro P1057 le 
No Records, Springfield State Hospital 
18, CAUSE OF DEATH [Enter only one cause per Ta for (a), (b), and (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
"IMMEDIATE CAUSE (a)___Urremi.a 
5) 7 3X DUE TO 
Conditions, if any, which ) Renal failure a 
gave rise to Immediate 


cause (a), stating the ( DUE TO 


underlying cause last. (c). ae 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TOTHE TERMINAL DISEASE CONDITIONGIVENINPART (2) [19. Me ie 


Chronic brain syndrome with cerebral arteriosclerosis, with psychotic ves] not) 
20a. INDERLYING il 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part t or Part 11 of Item 18.) 7 
OR CONTRIBUTING [7] CAUSE OF DEATH 

(IF EITHER, NOTH! EDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 
Hour am. While — Not While factory, street, office bidg,, etc.) 
p.m, 19 at workL] at work 


21. | certify that (1) (this hospital) attepded the deceased fro! = 19___, that (1) (we) last 
saw the deceased a Ce Je 1 3 as 19____, and that death occurred qishy, 4 rote the causes and on 1 the ¢ date stated above. 


Wa. SIGNATURE 22, DATE SIGNED 
ATTENDING - MED. STAFF 
COtkie Cv eos hiaiy pays. [1 _pirecror (] env. GX| 1-27-65 


mae. FHYSIOTNS 22d. ADDRESS Springfield State Hospital 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


23a, REMOVAL (pect) 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 
pecify) 
1/30/65. \Gardens of Faith one Ii} 
24. Fl iL CTOR ADDRESS: 25a. REC'D BY REGISTRAR| 25d. REGISTRAR’S SIGNATURE 


Leonard J. Ruck Inc.Balto. 74, Md. oateJAN 29 1965 Keer Jucetge. 


y 


s 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00522 CERTIFICATE OF DEATH 


GU5is , 


(Yes, no, or unkown) | (Ifyes give war or dates of service) 


= 
3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Sete. Eee a, STATE b. COUNTY , 
S 2528 Carroll MARYLAND Maryland = 
rf aa b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
an ‘o 2 write RURAL end give nearest town) Mg “ 
3 .2 sville 3 months Baltimore ms 
aa oa d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |/ d. STREET ADDRESS a Be 
het . 
Be Springfield State Hospital 736 Poplar Grove Street ves []_No 
se 3. NAME OF 5 Month a 
33 fa DECEASED me Middle Last 4, pe ion Oay 
By (type or print) William NMN WATKINS DEATH «= anuar: 8, 1965 
2 “ . SEX 6. COLOR OR RACE | 7, maRRIED Oo NEVER MARRIED KK] 8. DATE OF BIRTH 9. ne eens Wareet a Noe es. 
iJ mn Is 
5 male Negro wipowen [] DIVORCED] | 12-23-1928 36 ys. 
a Da. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Pd during most of working life, even If retired) INDUSTRY COUNTRY? 
oy Porter _ Virginia Usb. 
= 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
s 
= Pat Watkins - dec. Ethel dec. 
15, WAS OECEASED EVER INU.S.ARMEOFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 


gave rise to immediate 
cause (a), stating the ( OVE TO 
underlying cause last. fo} 


es 216-2))-1899 | Springfield State Hospital Records 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
one ONSET AND DEATH 
g723 PART I DEATHMEDIATE CAUSE (a)__LDanition _year plus 
ro : OUE TO diabetes mellitus. 
ie Conditions, If any, which __Caleuli and atrophy pancreas assoc. with 20 yrs. pb 


The law requires that the death certificate be executed within 


PART 11, OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) |19. WAS AUTOPSY 
CBS assoc. with grand mal convulsive disorder. 


PERFORMED? 


Yes &] Nno[7] 


2Da, ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTH! IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


Hour a.m. While Not White 
p.m. 19 at work] at work oO 


21. | certify that (I) (this hospital) attended the deceased fro 
saw the deceased alive on. = 


MEDICAL CERTIFICATION 


20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 


2Dd. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 
factory, street, office bidg., etc.) 


cre 


}___, and that death occurred a 


2Df. (City or town) (County) (State) 


19____, that (I) (we) last 


im fhe causes and on the date stated abpve. 


d with the State Dept. of Health prior to burial, cremation, or removal, and in any g 


22b. DATE SIGNED 


ATTENDING — MED. STAFF 
Ae NS] Biktoror C1 pivs &)| 1-10-65 


22c. PHYSICIAN'S 
NAME (Type) 


Octavio Ruiz, ¥.D. 


e 1 
22a. SIGNATURE Q ; ui GL ' i + 


| 22d. ADDRESS 


Springfield State Hospital 
Sykesville, Maryland 


director, page 3 should be detached for use as the burial-transit permit. 


Page 4 may be retained by the hospital or attending physiclan. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the fune 


TO HOSPITAL : ATTENDING PHYSICIAN: 


should be file 


-65 |\bWUh 


23a, BURIAL, tect | 23b. DATE THEREOF | 23c, NAME OF CEMETERY OR CRE! 


phiaat on 


| Da LOCATION (City, town or county) e 


eT Ts. 


ERAL OIREGTOR 


ADDRESS 


VR AIS (4) \ \ 
15M 4-64 


S¥ 


25a. REC’D BY REGISTRAR 


DATE JAN i 


1965 


4 
255. ie pie bi Nea fe 


fter deoth. Page 4 


‘ 


24h 


& TO FUNERAL :@ 


=< 
as 
E> 
a 


in 


The law requires that the death certificate be executed withi 


xe haspital or attending physician. 


‘ENDING PHYSICIAN 


TO HOSPITAL O 


eel 


MS 


d campletely filled 


may be retai 


2 
= 


ian on 


F the funeral directar, 


Pages 1 and 2 should be filed with 


After this certificate has been signed by the attending physici 


R 
poge 3 should be detached for use as the burial: 


Sz 


Then please remove carbon papers. 


ar remaval, and in any event, within 72 haurs af! 


-transit permit. 


the Stote Board of Health priar ta burial, crematian, 


ae MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


105932 CERTIFICATE OF DEATH H520 


Peas 2 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
a VA 9.5) b. COUNTY ie 
ae MARYLAND Ve. ~~, 


x 


b. CITY OR TOWN (If autside corporate limits, write LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside garporate limits, write RURAL and give nearest town) 


RURAL and give neorest yawn) 
ne Ik PhBtipsh EAD. 


A O4L? LA L> 
REET ADD@ESS 


& NAME'OF an {If not in hospital, give street address) F 
on Flac k Rock [2 


e. IS RESIDENCE 
ON A FARM? 


OR I 
Lilac, {S2c- en 


3. NAME First Lost 4. oe Month Day 


BEARD GD OLP H ‘a bbe. key Ne SEATH i; Atria +4. 
. SEX 6 COLOR OR RACE | 7. —aeaS EVER Ee LO [8. DATE oF 
While 


a 


BIR 9 AGE, fn eee iF UNDER 1 YEAR| IF UNDER 24 H&S. 
Months] Do; Ni 
(Z wivowep [] Divorced [] Bpri/ Zz IEIE p). | Monts Devs a 


100. USUAL OCCUPATION (Give kind of wark done] 10b. leek OF as iP ah 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if ped 


11. BIRTHPLACE (State or foreign country) 
LA FAT /Np Ec: sh io oehs We) Mavylasid. Lt tA, 
13, bev [AME 14, MOTHER'S MAIDEN NAME 


rea NO. ]17. aban ANIC E / AL Pe __ 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCI Address 


(Yes, no, of unknown) {IF yes, give wor or dates of service) va 
cro_| -¥0-S7I Pars aeiph lakdbes Leg alanlps teas Med. 
1B. CAUSE OF DEATH [Enter anly one couse per line fos (0), (b), ond {c)-] INTERVAL BETWEEN 
Rah BEST eT AZ, Zé ¢ eZ : ( rath Fey ye be [Srauk Va Beye 


FER) DUE TO 
Conditions, if any, which ied Camis? ZAyens. 
DUE TO 


gove rise ta immediote 
cause {a), stating the under- 


lying cause last, © 
g Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)]19. WAS AUTOFSY 
<q yes [] NOT 
© [20c. ACCIDENT WAS UNDERLYING'LT | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
& JOR CONTRBUTIN iSE OF DEATH — =a = 
© |(IF EITHER, NOTIFY MEDICAL EXAMINER) 2. - 
% }20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, T0F. (City or town) (County) Gtote) 
= Streets da, © Soto aah foctory, street, affice bldg., etc.) | _ 
2 pin. © 19 lot wor] ot work “FE i — = Se 

Z 

21,1certify that (I) (this haspital) attended the epopesss from2&S Al . eZ toJane. 8 = 19997, that (I) (we) last 

skw the deceased alive an An 7 a 19. GSran and that death accurred OP. M, fram the causes cae an the date stated abave. 

Z2ONGIGNATURE 7b, DATE 

oS AOL, MED. STAFF 
rae MI DIRECTOR PH¥s. 1 gy a 
cS 


E. ETatih PAD i, sté ip __k acs y 


IAL, CREMATION, | 235, DATE THERE “af NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town, oF ca (Staje) 
(SAMOVAL Ae ify) V6 S71 Ht 


ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S lay se 
vate | Af) is 
+ 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 4) th 521 


. 00526 CERTIFICATE OF DEATH 


fter death. Page 4 ¥ 


3 3 1, PLACE OF DEATH “TT 2. USUAL RESIDENCE (Where decoosed ved. IF institution: Residagce before odmigion) 
So °. °. b. COUNTY 
8 Lig Pre Sa MARYLAND Mla g erro 
Bo b. CITY OR TOWN (IF autside carparate limits, write |, LENGTH OF STAY IN 1b c. CITY OR TOWN (IF 6utside corporote limits, write RURAL and give nearest lawn) 
Fea RURAL.and give nearegt town) a He M. 
mod ’ 
33 pnp s HbA > z 
4 |. NAME OF SPITAL (tf not in hospitol, give street oddress! ‘d. STREET AQBRESS: e. IS RESIDENCE 
= OR INSTITUTION f | ' ‘ON A FARM? 
Let Mae 5. 226 A MRL SD) No ph 
2 
dona 3. NAME OF First Middle lost 4. DATE Month Doy Year 
x -. 3 - I 
& ius (Type or print) Dp ome (Jeoedear Dem Jawrar 46 1963 
£ sos S. SEX 6. rage ‘OR RACE |7. MARRIED [] NEVER MARRIEDSPS.| 8. DATE OF BIRTH 9. AGE (In yeors [IF ANDER 1 YEARTIF UNDER 24 HRS. 
<a lost birthdoy) [Months] Days | Hours] Min. 
> 285 arnt wipoweD [] pivorceD [] Lp <3) SEEL oo Rie 
eS 1We: USUAL OCCUPATION (Give cud iE work done] 10b. KIND OF BUSINESS OR INDUST! Lie BIRTHPLACE (Stole or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
9 r lurjngsmost of warking life, evgn if retired) “A 
oe ae . 
PM | Aone Dieta tae a ae SA 
3 228 13. FATHER’S NAME 14. ey R’SAAIDEN NAME 
° 6 oc Ae 
3 See OE PTE eadgteoes I¥l2 
cae aes 1s, WAS DECEASED EVER IN U: S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
= e&s fas, ne, or unknown) UF yes, give wor or dates of secvies 3 
B ots ne: _| 12-36-07 "se EY Mele dete 
2 5? 
2SE 1B. CAUSE OF DEATH [Enter anly one cause per line fap), (b), and (c)-] INTERVAL BETWEEN 
8 526 s D DEATH 
ov ste PART |. DEATH WAS CAUSED BY: 
eh j | IMMEDIATE CAUSE (0), e Prtcnlae 2? 
= £F6§ Ted} DUE TO. 
Shee aa 
= £25 Canditians, if ony, which tb 
Fe Se £ ; ; 
2 ooo gave rise ta immediate 
= 25 couse (0), stating the under (| DUE TO 
ese lying couse last. ey 
26235 pring couse lorie 
228 7 = Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o)]19. WAS AUTOPSY 
2alta e 
esses < ——— Sat eee —— ves CI NO fat 
Koos = 20a ACCIDENT WAS UNDERLYING (]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nofure of injury in Port I ar Port It of item 18) 
£228 — 
= Ese a & |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
sft =s 2 
QZ oEas & |20c. TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (Stote) 
FS 5% gt r= ‘edr <gam: While. Nat while foctory, street, office bldg., etc.) | 
zrzEee = 19 Jot work fapeb-work—f=}—s| ——— i 
@5-22 ngs 
a ee - 21. | certify that (I) (his haspital) attended the deceased rare aa, 19.6, 94S, that (I) (we) last 
Zs 
8 fe a % = saw the and that death accurred di M, fram the causes and an the date stated abave. 
- 32 To. SIGN 72b. DATE 
§ poe ATTENDING MED. STAFF 
Bs 2° Y Sef M.D. | PHYS. ta4 DIRECTOR PHYS, YZ2 v 
O85 25 22c. Py N q . ” 72d. ADDRESS 
ares te i ype! ae a / MP B 
Ziz2¢ | Josey YS J Qyaupsr&a tary 
BSB 70. BURTAL, CREMATION, | 23b, DATE THEREOF Z3e. NAME OF CEMETERY O} ee 23d. JOCATION (City, town, ar co; es (Stot 
225 5% REMOVAL (Speci 
2 Po y 
of oct CLLR 
=o 4, FUNERAL DIRECTOR'S S| 


=< 
as 
z> 
2a 

= 


3 \ Hey 


( ‘id | ari Wee 


ES 


| 


\ 


1 and 


the funeral 
and in any-event, within 72 hours after death. 


jours after death. 
filled in by 


€ h 
ease remove carbon papers. Pages 


pi 


ed by the attending physician and completely 
transit permit. Then 


quires that the death certificate be executed with 


Page 4 may be retained by the hospital or attending physician. 


et 


, page 3 should be detached for use as the b P 
should be filed with the State Dept. of Health prior to burial, cremation, or removal 


TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL : ATTENDING PHYSICIAN: The law ret 


director, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


(0525 CERTIFICATE OF DEATH OU522 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY Eee Ae STATE b. COUNTY 
MARYLAND : 
b. GITY OR TOWN (if outside Sor porate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (ff outside cOrporate limits, write RURAL and give yearest town) 
write RURAL and give nearest town) ~ Pe? > 
At rvedarr tor, At d &. 2-2 || , ; 
|. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS ff 1S RESIDENCE 
=4 , 
Vater Mee ee f Yes cat im 
First. Middle Last 4, Me jonth Day Year 
C Ste. 24 Lig DEATH an 30 WQS 
| a) 


3. NAME/OF 
DECEASED 
(Type or print) 


6. COLOR OR RACE ]7, MARRIED [-] NEVER MaphiED [] ATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR IF UNDER 24 ARS, 


tore le, White wioowen GI oworceot]| C*¢*U fa, 1 £7 Ja rare | here | ae 


10a. USUAL OCCUPATIDN (Give kind of work done 


last 


yrs. 
10b. KIND OF BUSINESS OR il BIRTHPLACE (County & State, or Torei{in country: 
INDUSTRY 


12. CITIZEN OF WHAT 
during je of working life, even If retired) & 
13. “FATHER’S ir ma 


COUNTRY? 

OTHER'S WAI Ci bus oa 

14. MOTHER'S MAIDEN NAME 
Ke ” Fr ve/1¢ we 

15. aullian M.A 16. ke 2 A Ed fg4 a 


(Yes, no, or unkown) hia 24 Bi Lhe tren 7 2 Masta Md 
- -L0 Lg 2 é a . 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED BY: ot PIDED I 
IMMEDIATE CAUSE (a). 
DUE TO > 
Conditions, 1 any, which ). 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (o) 
PART IL. OTHER SIGNIFICANT CDNDITIONS CONTRIBUTING TO DEATH BUT NDT RELATED TO THE TERMINAL DISEASE CDNDITIONGIVEN INPART1(a) 19. TS Ae 
: we Cae i. Cth te yes[] No ey 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part 1! of Item 18.) 
DR CONTRIBUTING {) CAUSE OF DEATH 
(IF EITHER, NOTI /EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


MEDICAL CERTIFICATION 


20d. INJURY OCCURRED | 20e. PLACE DF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m, 19 at work L] at work [] 


21. | certify that (I) (this hospijal) attended the deceased from. 19 tb. 30 
saw the deceased alive o 19/6.5", and that death occurred at’¥: 


, from the causes and on the date stated above. 
22a, Se | 22b. BATE SIGN: 
UW 11h cyt ab HOM Of Mine I Ol )/ 20 7G 
22c. PHYSICIAN'S 22d. ADDRESS ; 
nane wp) WI, lq. Fo Ard MAI AA Av ch es ter ae 
23a, A REMAN 23b. DATE THEREOF 23c, sea CEMETERY 5 tp iat TORY | 23d. LOCATION (City, town or coynty) be 
pec! i s ' 
Bose | / 1b =| Qanide Comaltiy ener poke oI 
a. REC'D BY REGISTRAR 


24, FUNERAL DIRECTOR ‘ ADDRESS 250, ISTRAR’S SIGNATURE 
Dinas RY Webel Marner, Fa- lyn FEBS 1965 fortrr fonage 


@ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06525 CERTIFICATE OF DEATH Gud 23 


& 

55 = Ce pease 7, USUAL RESIDENCE (Where daceesed lived, If inslitulion; Residence before edmissian) 

eed tt a, STATE b. cei 6 

3 jas Car Rokk MARYLAND Ly Land ACC oLh 
> 23 b. CITY OR TOWN (if outsida corporate limits, ¢. LENGTH OF STAY IN Ib «. CITY OF {ae (tf outside corporete limits, write RURAL end give neerest town) 

4 py Pe, write RYRAL end oie neayest town) We ie ti, 
£78 is y 4 

= 3s Dal ~ pests asn Pee R ALERT 2S TE ae 
= fh n d. NAME,OF HOSPITAL OR INSTITUTION (if In hospitel, give street eddress) d. STREET ADDRESS e. 1S RESIDENCE 
Boas Vi) we host é Toa ON A FARM? 
322 A\_ A WER STE. 1 ill: “Manche sTeres Oa ves Bg] No[] 
ret an Fares “First 7 = 7. see Month Day ete 
gos (Type or print) /4, LTenl ae bes healt Wg DEATH Ja Nn. ols 19 G Sie 
BS 3. SEK, |, COLOR OR RACE) 7. mapped [IJNever MARRIED Yeni E OF BIRT! 9. ee PESoere EAE ae 24 HRS. 

oy 7 Months | Deys jours | Min. 
wipowed 4 —_divorceo [| (ad enh “e z /ido ye. | 


10a. USUAL OCCUPATION (Give kind of work 
done duringemost of working life, yn if retirad) 


Mek, 


13, FATHER’S NAME 


10b. KIND OF BUSINESS OR INDUSTRY 


1. BI PLACE (County & Stete, oy Li country} | 12. CITIZEN OF WHAT COUNTRY? 
eetibs Hagan aS = 


14, MOTHER'S MAIDEN NAME 


Mt k. hiam 
15. WAS DECEASED EVER IN U.S, ARMED F a ka SOCIAL SECURITY NO.| 17. INFORMANT 7: a, ae 5 


tte: ye ireehenwe sealer 1g, Mi -§26/ 0 LAL Ba kb , gray KA8 Ay 


|| 18. CAUSE OF DEATH [Enter only one cause par line for (e), (b), end (¢).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY, GS 45 ONSET AND DEATH 


IMMEDIATE CAUSE (a). a — 


DUE TO (es : 0 ria is £5 : i | Say oO 


Conditions, it eny, which (b) eR oS = 
seve rise to immediate couse = | 


(e), steting the underlying DUE TO 
cause lest. (e 


Jz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. "WAS AUTOPSY 
= 
$ | Yes Oo No [4 
= | 200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Pert Il of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
5 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, ferm, | 20f, (City or town) (County) ~{Stete) 
5 Hatin Sth While __ Not While factory, streat, office bidg., ete.) | 
= Pia at work at work 


21. I certify that; (this Te pe ee the oem from, A 
saw the deceased alive on re and that death occurred a 7AM, fror 


Be ATTENDING ‘MED. STAFF ee Be 
ee Mob. | PHYS. Fis oO PAYS. [ah W Mies de Mies Gee 
)22¢. PHYSICIAN'S. 22d. ADDRESS “ . 
pone ae ie H. FoArd M.O IVA. we hese ‘ile = 
730, Foniate CREMATION, /P3b. DATE THESE 2c, E OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Stee) 
ey oar Mimsy 7/4 6¢ Ppepnehitter Comite | LEN etl aa Ha 
SWUNERAL DIRECT 5 4 Reon ADDRES: 250, Zo D BY REGISTRAR | 25b. HST ESES no ge. URE 
risen Sarenh Hla Thornton Md oad AN 28 ie 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


the causes and on the date staléd above, 


director, page 3 should be detached for use as the burial-transit permit. Then please re 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in anyte 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph 


To im | 


vR AIS (4) 
20M 5-63 


7 


